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ANTIBICTIC 
FOR ORAL 
ADMINISTRATION 
*ROVAMYCIN* 
* is active by mouth e 
Because of these properties “Rovamycin’ is suitable for the 
*k is remarkably well tolerated treatment of the commoner infections, especially those of the 
dees ust interfere with the lung, upper respiratory tract and middie car. lt is indicated 
normal intestinal flora — also in the treatment of patients who are sensitized to peni- 
unlikely to result in the cillin or whose infections are due to staphylococci resistant to 
paso on +o other antibiotics, and in non-specific urethritis 
‘Rovamycin’ is supplied as varnished tabicts of 250 mgm. 
® spiramycin base. 
MANUSACTURED BF Further information \: available on request 
MAY « BAKER LTD AS MOB BRAND MEDICAL PRODUCT 
CL OL LOBED CLLOLLLLOODL DOLEOOLMOMEE! HY Ya 
DISTRIBUTORS: PHARMACEUTICAL SPECIALITIES 
(MAY & BAKER) LTD - DAGENHAM ESSEX 
For contents of ¢ see overleaf 











Extract from a letter in the BRITISH MEDICAL JOURNAL, August 11th, 1950. p. 374 


“A recent annotation in the Journal, on the treatment 
of constipation, incriminates liquid paraffin as a cause 
of lipoid pneumonia and as an obstacle to the absorption 
of fat-soluble substances such as carotene and to 
the healing of wounds. In these days of economy in 


prescribing . . . . the biologically standardized form of 
senna* ... . is cheaper by half than paraffin, is far 
easier to dispense, and there is no wastage of storage 


space.” 


kK * Senokot 
THE FIRST STABLE 
STANDARDIZED SENNA 


Granules: 1-2 teaspoonfuls. Tablets: 2-4 
GRANULES: 2 oz., 6 oz. and 2 Ib. TABLETS: 50, 200 and 1,000 


Prescribed under the N.H.S.: J.C.P. Category 3: no B.P. equivalent; not advertised to the public. @® 


WESTMINSTER LABORATORIES LTD., CHALCOT ROAD, LONDON, N.W.I 
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The preferred Oral Penicillin 


Acid-Stable 


trademark 


‘Distaquaine’ V 


brand 


crystalline penicillin V, free acid 





*Distaquaine’ V 
TABLETS 
60 mg. tablets, 


bottles of 30, 
200 and 1,000 





‘Distaquaine’ V 
ELIXIR 


Bottle of 2 fl. oz. 
(30 x 30 mg. doses) 





*Distaquaine’ V 


SULPHA 
Bottles of 30, 200 and 1,000 
Each tablet contains: 
PENICILLIN V 60 mg. 
SULPHADIMIDINE 0.30 gm. 
SULPHAMERAZINF 0.14 gm. 





THE DISTILLERS COMPANY (Biochemicals) LIMITED 


SPEKE, LIVERPOOL, 19. 


TEL : HUNTS CROSS 1271 
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...GLAXO DELTA-CORTELAN 


( Prednisone) 
Over 5,000 miles and many complicated manufacturing stages separate 


this East African sisal plantation from Glaxo’s finished Delta- 
Cortelan. The waste from the sisal plant is the source of 
hecogenin used at our Montrose factory as the starting 


point for the protracted process of synthesis. 





Delta-Cortelan* is only one of the wide 
range of Glaxo’s corticosteroid pre- 
parations for systemic, local 
and ophthalmic use. 





*In the United Kingdom 
available only to hos- 
putals at present. 
Tablets of 5 me. 


WV 


GLAXO LABORATORIES LTD., GREENFORD, MIDDLESEX, ENGLAND 


Subsidiary companies and agents in most countries 
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Third Collection now ready 


REFRESHER COURSE FOR 
GENERAL PRACTITIONERS 


This is the third collection of Refresher Course articles for 
General Practitioners. The sixty articles first appeared in THIRD COLLECTION 





the British Medical Journal. Each article is written by an With classified 
authority in his subject and has been revised to bring it up contents list to 

to date. Their purpose is to remind the practitioner of what Volumes 1, 2 and 3 
is old and well established and to tell him of new develop- pa 

ments. The book will also be of service to the specialist who — 
wishes to keep in touch with other branches of medicine, and PRICE 35s. NET 

to students preparing for final examinations. A cumulative (by post, inland 26s. 6d. 
classified contents list of all three books in the Refresher overseas 26s.) 








Course for General Practitioners series adds to the useful- 
ness of this volume. 


From booksellers or by post from Publishing Manager 
BRITISH MEDICAL ASSOCIATION 


B.M.A. House, Tavistock Square, London, W.C.1 
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EMERGENCIES IN MEDICAL PRACTICE 
Edited by C. ALLAN BIRCH, M_D., F.R.C.P. 
Fifth Edition. 696 pages. 155 illustrations. 37s. 6d. 
" The best book of its kind in this country. The author has been particularly fortunate in his collaborators. All 
have concentrated on the practical aspects of their respective subjects, and the result is a book which can be 
described as essential for every practitioner.”"—The Practitioner. 





DISEASES OF THE NOSE, THROAT EAR, NOSE AND THROAT 
AND EAR DISEASES FOR THE GENERAL 
A Handbook for Stud and Practiti s PRACTITIONER 
Sixth Edition. By |. SIMSON HALL, F.R.C.S.E. By WILLIAM McKENZIE, F.R.C.S 
476 pages. 112 illustrations. 20s. 144 pages. 9s. 
Ooo aay EAR, NOSE AND THROAT 
By R. SCOTT STEVENSON, M.D. F.R.CSE., and DISEASES FOR MEDICAL STUDENTS 
DOUGLAS GUTHRIE, M.D_FRCSE  — By WILLIAM McKENZIE, F.R.C.S. 
162 pages. 52 illustrations. 17s. 6d. 272 pages. 97 illustrations. 2Is. 


A COMPANION IN SURGICAL STUDIES 
By IAN AIRD, Ch.M., F.R.C.S(Edin. & Eng.) 
Second Edition 1,288 pages. About 84s. 
“ The author's vast knowledge of surgery, his clinical acumen, and his practical capabilities are all clearly evident 
in this book. The volume is encyclopaedic, and the author has covered the whole range of common and rare 
— diseases and conditions. A book that is a credit to the surgical literature of England.”—British Journal 
rgery. 





Livingstone’s medical biographies are well known and form an acceptable 
Christmas gift for doctors. Full list obtainable on request 


E. & S. LIVINGSTONE, LTD., TEVIOT PLACE, EDINBURGH 
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JUST PUBLISHED 


TEXTBOOK 
OF PSYCHIATRY 


By SIR DAVID HENDERSON and the late 
R. D. GILLESPIE with the collaboration of 
IVOR R. C. BATCHELOR 


758 pages EIGHTH EDITION 35s. net 


The text of this new edition has been extensively revised and much new 
material added. Dr. Ivor Batchelor has collaborated with Sir David 
Henderson, and together they have succeeded in making the new edition 
thoroughly up to date without any increase in the size of the book. 

Special attention has been given to recent work on the aetiology of 
mental illness and many chapters have been completely rewritten, 
including the one on epilepsy and that dealing with paranoia, where a 
special attempt has been made to clarify the distinction between 
schizophrenia and the paranoid states. 


MANAGEMENT 
IN OBSTETRICS 


By ANDREW M. CLAYE 
pages SECOND EDITION 18s. net 


This small book deals only with management in obstetrics; theoretical 
aspects are omitted and controversial topics are not discussed. Professor 
Claye gives his own opinion on management, methods and treatment in 
a concise and straightforward manner that will leave neither doubt nor 
indecision in the mind of any general practitioner with limited obstetric 
experience who reads it. 

In revising the text of this new edition, very careful consideration has 
been given to the few minor criticisms made when the book was first 
published, and wherever it seemed justified, the text has been amended. 
New chapters have been included on Postmaturity and Retained 
Placenta, and those on Ante-partum Haemorrhage and the Relief of Pain 
in Labour have been rewritten and greatly expanded; many additional 
illustrations have been included. 


OXFORD UNIVERSITY PRESS 
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PITMAN MEDICAL 





the childless couple. 


PULMONARY CARCINOMA 


Edited by EDGAR MAYER, M.D., and HERBERT C. MAIER, M.D. 
With 18 Contributors. 


. quite the best (book) on lung cancer so far produced.”—The Lancet £6 net 


DISEASES OF THE LIVER 
Edited by LEON SCHIFF, M.D., Ph.D. With 27 Contributors. 


** It is difficult to select the choicest morsels among such an intellectual feast . . . This 
book deserves to be widely read and consulted.”,-—The Lancet £5 10s. net 


HUMAN OVULATION & FERTILITY 


EDMOND J. FARRIS, Ph.D., Executive Director, Wistar Institute of Anatomy 
and Biology. 
The author originated the “ rat hyperemia test” for the determination of ovulation 
time. His new book is based on extremely detailed research into the subject. It 
suggests a new and early test for pregnancy and is largely devote< to the problems of 


50s. net 








PITMAN MEDICAL PUBLISHING CO. 
45 NEW OXFORD STREET 


LTD. 


LONDON w.CcC.i 














THE PRACTICE OF MEDICINE 
Steed by j. S. RICHARDSON, M.V.0., M.A., M.D., 


86 Illustrations. 40s. 
THE CLINICAL APPROACH IN MEDICAL 
PRACTICE 

By G. E. BEAUMONT, ™.A., D.M., F.R.C.P. 

74 Illustrations 


_ Useful Books for Christmas Ti aisle 





SHAW’S TEXTBOOK OF GYNAECOLOGY 


New (Seventh) 19) py | F gs HOWKINS, 
M.D., M.S., F.R.C.S., 
4 Coloured Plates na —y Text- -figures. 32s. 6d. 


A SHORT TEXTBOOK OF MIDWIFERY 
By G. F. GIBBERD, M.B., M.S., F.R.C.S., F.R.C.0.G. 
Sixth Edition. 199 iustrations. 30s. 


AN ATLAS OF DISEASES OF THE EYE 
Compiled by E. S. PERKINS, M.B., F.R.C.S., and PETER HANSELL, M.R.C.S., F.R.P.S. 
Foreword by Sir STEWART DUKE-ELDER, K.C.V.0., M.A., Ph.D., M.D., F.R.C.S. 


Over 150 Coloured Illustrations. 


coonen pepeases OF THE EAR, NOSE 
AND THROA 
By au A M.S., F.R.C.S. 
Second Edition. 2 Coloured Plates and 38 Text- 
figures. 22s. 6d. 
ESSENTIALS OF ORTHOPADICS 
By PHILIP WILES, M.S., F.R.C.S., F.A.C.S. 
Second Edition. 7 Coloured Plates and 393 Text- 
figures. 55s. 
A HANDBOOK OF OPHTHALMOLOGY 
By HUMPHREY NEAME, F.R.C.S.. and F. A. 
WILLIAMSON- NOBLE, F.R.C.S. 
Eighth Edition. 13 Colour Plates and 154 Text- 
figures. 30s. 





THE HAEMOLYTIC ANAEMIAS 
Congenital and Acquired 
By j. V. DACIE, M.D., M.R.C.P. 
98 Iliustrations. 50s. 


HIGH BLOOD PRESSURE 
Pad PICKERING, M.A., M.B., M.0.(Ghent), 


106 Ilustrations (5 in Colour) 65s. 


THE NORMAL CHILD 
Some Problems of the First Three Years and 
Their Treatment 

By R. S. ILLINGWORTH, ™.D., F.R.CP. 

64 Illustrations. 30s. 





J. & A. CHURCHILL LTD., 104 


GLOUCESTER PLACE, LONDON, W.| 
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=—=— NEW BOOKS === 


in preparation 


The Infantile Cerebral 


Palsies 


by Members of The Little Committee, 
Queen Mary's Hospit«! for Children, 
Carshalton, Surrey 


The authors hope that this work, based upon long 
experience, close observation and due contemplation 
of the facts of observation, will provide a foundation of 
management upon which those concerned with the 
problems of infantile cerebral palsy, whether as doctors, 
teachers or parents, may confidently build. 

List of Contributors:—€irene Collis—W. R. F. Collis— 
William Dunham—t. T. Hilliard—David Lawson— 
Foreword by Sir Francis Walshe. 
List of Contents:—foreword 
Little—The Forms of Infantile Cerebral Palsy Diagnosis 
and Management -Generalised Spasticity Hemiplegia 
—Variable Rigidity—Athetoid Cerebral Palsy—Ataxic 
Cerebral Palsy—Organisation of Cerebral Palsy Services 
—Conclusion —Index. 


112 pages. 1Ss. net. 


pNZ2 


Progress Report on Birth 
Control 


by Lella Secor Florence 


Recently the Birmingham Family Planning Associatio 
instituted an enquiry among the patients who registered 
at their Clinic during the year 1948. Their findings 
are recorded in PROGRESS REPORT ON BIRTH 
CONTROL. This book is an honest and frank appraisal 


introduction —William | 


of contraceptive practice as revealed by the patients | 


themselves when interviewed at the Clinic or in their 
own homes. Much valuable information has come to 
light which will be helpful to social workers, marriage 
counsellors, clinic workers, doctors and all those con- 
cerned with population problems and with the pro- 
motion of happy, healthy and harmonious family life. 


264 pages. 2s. net. 





Wm. Heinemann Medical Books Ltd. 
99, Great Russell Street, W.C.! 











This walking-stick, especially designed 
for its job by Remploy, gives remarkable 
confidence and security to its user by its 
firm 3-point contact with the ground. 


The stick stands independently by chair 
or bed—ready for use, and easily reached, 
whenever it is wanted. 

It is made in a light alloy in three sizes 
(adult's, intermediate and child's) and the 
adjustable handle has a felt padded grip 
covered in soft leather. 


The tripod stick has already proved 
itself as an invaluable aid to many aged and 
disabled persons, who would otherwise be 
immobilised. 


We strongly recommend vou to keep 
this appliance always in mind for those 
who are under your treatment and care. 
Samples will be gladly sent to anyone with 
such responsibilities, for examination and 
trial. 


REMPLOY LIMITED 
Engineering and Hospital Sales Dept., 
Oxgate Lane, Cricklewood, N.W.2. 
Telephone : GLAdstone 8020 
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ST. ANDREWS HOSPITAL, NORTHAMPTON 


FOR NERVOUS AND om ie = DISORDERS 
President—Tugs EARL SPENCER 
Medical Superi ntendent—THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 
This Registered Hospital is ) situated i in 130 acres of park and pleasure grounds. Voluntary patients, who are 
——4 from i i mental d , or who wish to prevent recurrent attacxs of mental trouble ; temporary 
and certified patients of both sexes are received ae treatment. Careful clinical, bioche bacterio- 
hee rooms with special nurses, male or female, in the Hospital or 
ay ft GP ay ee the various branches can be provided. 


WANTAGE HOUSE 


set & 0, Raseution, Saasinat Sn dotted ds with a entrance, to which patients can be 
di quipp with all the apparatus for the complete investigation and treatment of Mental and 
Nervous Disordess by the most modern methods; insulin for cases. It contains 
special departments for hydrothe y by various methods, including Turkish and Russian baths, the p: 
immersion bath, Vichy . Douche, Electrical baths, Plombiéres treatment, &c. There is an 

ing Theatre, a Dental Surgery, an acy Down, an Ultra-Violet Apparatus, and a Department for 
Diathermy and High-Frequency treatment. It tains Laboratories for biochemical, bacteriological, and 
pathological research. Psychotherapeutic tr is employed when indicated. 


MOULTON PARK 


Two miles from the Main Hospital there are several branch establishments and villas situated in a park and 
farm of 650 acres. Milk, meat, fruit, and vegetables are supplied to the Hospital from the farm, gardens, and 
orchards of Moulton P Occupational therapy i is a feature of this branch, and patients are given every facility 
for upying es in ig, gar ag, and fruit-growing. 


BRYN-Y-NEUADD HALL 


The seaside house of St. Andrews Hospital is fo beeeney situated me a Park of 330 acres, at Lianfairfechan 

amidst the finest scenery in North Wales. On the north-west side of the Estate a mile of sea coast forms the 
. Patients may visit this branch for a short seaside change, = for longer periods. The Hospital has 

i own private bathing house on the veshore There is trout fishing in the 
At all the b pital there are cricket em football and hockey grounds, lawn tennis 
courts (grass and hard come). croquet grounds, — som, | Ladies and gentlemen have 
their own g and f are provided for | as be ay a 

For terms and further particulars apply to the Medical uperintendent ‘elephone: No. 4354, three lines, 
Northampton), who can be seen in London by appointment. 










































THE SAFEST 















AND BEST 
‘A splendid PREPARATION 
nightcap oo OPIUM 
and it’s 


nourishing too!’ 





Nepenthe contains all the constituents of opium and has 
been prescribed for over |00 years. it has been found by 
generations of Practitioners to be the best preparation 
of Opium as it does not cause the unpleasant after-effects 
usually attributed to opiates. it can be given over a con- 
siderable period and the effect remains invariably 
constant. 

Packed in 2-oz., 4-oz., 8-oz. and !6-oz. bottles and for in- 
jection in $-oz. rubber-capped bottles, sterile, ready for 


WEPENTHE 
Ex & CO gat 


STOL a 
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Bourn-vita is made 
from malt, milk, sugar, 
cocoa and eggs 


sleep sweeter 
BOURN-VITA a 


made by CADBURYS 
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a “Hammock” 
for the 


growing uterus 





For the patient pictured above, para 
1, in the 8th month of pregnancy, a 
Spencer Support was prescribed to 
serve as a comfortable “hammock” for the growing uterus, to safeguard posture, to relieve tired back, 
and to guard against strain and undue fatigue. The support shown at right was specially designed to 





meet these medical indications. 
Sp willadeq ly meet the needs of YOUR maternity patients—b each Sp is individually 


designed. cut and made for each patient. The co-ordination of support to lower abdomen and back induces 
better body mechanics, protects against back disturbances. 








Wf applied before the end of the 4th month, it may be easily adjusted by the patient for postpartum wear 
(to provide proper support for the relaxed abdomen and for muscles and ligaments of the pelvic joints). 


For further information write to: 


SPENCER (BANBURY) LTD. 
Consulting Manufacturers of 


Surgical and Orthopaedic Supports 


SPENCER HOUSE BANBURY OXFORDSHIRE 
Tel.: Banbury 2265 
Branch Offices: 
LONDON: 2 South Audley : aoe wl Tel.: GROsvenor 4292 
MANCHESTER: 38a King Street, 2 Tel.: BLAckfriars 9075 
LIVERPOOL: 79 Church Screet, | Tel.: ROYal 402! 
LEEDS: Victoria Buildings, Park Cross Street, ! Tel.: Leeds 3-3082 
Town _ steps) 
BRISTOL: okies tel Tel.: Bristol 2480! 
GLASGOW: 86 St. Vincent pera c2 Tel.: CENeral 3232 
EDINBURGH: 30a George Street, 2 Tel.: CALedonian 6162 


APPLIANCES SUPPLIED UNDER THE NATIONAL HEALTH SERVICE 


Trained Retailer-Fitters resident throughout the Kingdom, name and address of nearest Fitter 
supplied on request. 
Copyright 
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ASPECTS OF A CONDITION 





Bitten hinger nails + + » mute witnesses to the conflict within the mind 
Covatin provides daytime sedation without hypnosis. Covatin is to be preferred to 


phenobarbitone for it does not interfere with the alertness of the patient. Covatin is not 





habit-forming and has no side-effects. Covatin is available as 50 mg. sugar-coated tablets 


Covatin 


TRADE MARK 
Formula: p-butylthiodiphenyl-methyl-2-dimethylaminoethyl sulphide hydrochloride 
WILLIAM R. WARNER & CO. LTD - POWER ROAD + LONDON + W.4 


in bottles of 50 and 500. 
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After such a summer 





TPESANDRINE 


is a timely introduction 


a new cough syrup incorporating 
the active principles of Dover’s powder plus ephedrine 
in a pleasantly flavoured vehicle 


Bottles of 3 and 7 fluid ounces 


& SANDOZ PRODUCTS LIMITED, 134 WIGMORE STREET, LONDON, W.! 
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POLYBACTRIN 


antibiotic powder spray 


CREWE: 
Telephone. 
Crewe 3251-5 


THE PRACTITIONER 


INVALUABLE IN ALL BRANCHES OF 
SURGERY 


Polybactrin provides a unique 
and economical means of 
applying a combination of Zinc 
Bacitracin, Neomycin Sul- 

hate and Polymixin ‘B’ 

ulphate—the three antibio- 
tics of choice for topical use. 
The antibiotics are presented 
in an ultra-fine powder form 
dispersed under pressure with 
a propellant, and umike other 
means of powder insufflation 
incommon use, there is no risk 
of contamination of the anti- 
biotics by airborne pathogens 
obtaining entry into the unit 
by suction. 


COMPLETE DISPERSAL OF 
POWDER OVER THE WOUND 


1.The Polybactrin unit offers a new 
technique for topical app] ication of 
antibiotic therapy, enabling an 
efficient, economica) and dry cover- 

e of the wound area to be made. 

2. The extensive range of bactericidal 
activity afforded by the triad of bac- 
itracin, neomycin and polymixin 
gives an extremely wide coverage 
of wound pathogens without the 
risk of inducing resistant strains of 
organisms. 

3. Ps. pyocyaneus, particularly pres- 
entin burns, is comp/etely inhibited 
by polymixin, considerably reduc- 
ing the healing time. 

4. Polybactrin is not readily absorbed 
and there is no risk of systemic 
toxicity occurring. 

5. The propellant gasis non-toxic and 
does not support combustion. 

6. There are no contra-indications to 
the use of Polybactrin. Systemic 
therapy may be given concurrently 
if necessary. 


FORMULA: Each pack contains: 
Neomycin Sulphate 750 mg. Poly- 
mixin “B’' Sulphate 150,000 units. 
Zinc Bacitracin 37,500 units. Propel- 
lent 83°5 g. Net contents 85 g. 


Supplies initially for Hospitals only—no samples available. -~~~~~ 
Lonoonr: 


CALMIC LIMITED 


A FRACTIONAL RELEASE GIVES 










-- 
-_ 


hee cecaaswace 


2 Mansfield Street, Wt 
Tel: LANgham 6038-9 





AUSTRALIA: 458-468 Wattle St., Ultimo, Sydney, N.S.W. CANADA: Terminal Building, York St., Torento 
Pa 
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T 1S generally agreed that cases of 

soft-tissue rheumatism and of many 
types of arthritis benefit by hyperaemia 
of the affected tissues. Transvasin, 
which contains two quick-acting esters 
of nicotinic acid, induces such a deep 
and prolonged hyperaemia at the same 
time as it produces superficial 
erythema. 

In addition to the esters of nicotinic 
acid, Transvasin contains the fat- and 
water-soluble esters of salicylic and 
p-aminobenzoic acids. Both these well- 
tried analgesic drugs are readily con- 
veyed through the skin in therapeutic 
quantities and enable an effective con- 
centration to be built up where they 
are needed. 

Transvasin is now being widely pre- 
scribed, with successful clinical results. 
Since a very small quantity is sufficient 
for each application, the cost of treat- 
ment is extremely low. 


The graph above is of an experiment to measure the effect of Transvasin on skin temperature 
on a subject. The solid line plots the skin temperature before and at intervals after a single 
application of one inch of cream (0.924 grams) from a tube af Transvasin. The broken line 
gives similar information with regard to the application of a plain vanishing cream used as a 
control. Skin temperatures were measured with an electro-thermo couple every five minutes 





eee 


An experiment to show the effect of 
Transvasin on skin temperature 








COMPOSITION 
Salicylic acid 
tetrahydrofur-furyl-ester 14% 
Nicotinic acid ethyl-ester 2% 


Nicotinic acid n-hexyl-ester 2% 
p-Aminobenzoic acid 

ethylester 2% 
Water-miscible base ad 100% 











Transvasin is available in 1 oz. tubes, 
basic N.H.S. price of 2/6 + Purchase 
Tax, and is not advertised to the public. 
Samples and literature will be gladly 
sent on application. 


Transvasin 





LLOYD-HAMOL LTD., 11 WATERLOO PLACE, LONDON, 


S.W.1. 


WHitehall 8654/5/6 


* Transvasin’ is a registered trade mark of Lloyd-Hamol Limited 
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ORAL 
CONTROL OF OEDEMA 
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Oedema in cardiac patients can now be successfully controlled by Mercloran, 
a mercurial diuretic which is effective when given orally. Two to three Mercloran 
Emplets daily maintain a smooth oedema-free state and eliminate the see-saw 
effect of preparations given intermittently. Mercloran in most cases completely 
eliminates the need for injection. 

However, where it is deemed necessary to initiate treatment parenterally 
the chemically related compound, Mercardan, is available. 


MERCLORAN...... 


(CHLORMERODRIN N.N.R.) 
EMPLETS: (enteric coated tablets) 
In bottles of 25 and 250 


ran AND MERCARDAN FOR PARENTERAL USE 

e) «. 

s IP): PARKE, DAVIS & Company, Limited (inc U.S.A.) Hounslow, Middlesex 
“en Tel. Hounslow 236! 
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TRADE MARK 


pavac 


PAPAVERINE —CODEINE COUGH SYRUP 











Pavacol combines the antispasmodic 
papaverine and the sedative codeine with 
mild expectorants and demulcents. Well 
tolerated by children and adults for all 
types of coughs, particularly when asso- 
ciated with bronchitis, influenza and 


> ~S whooping cough. 
* 
F 2 
- c 
< ~ Adaprin tablets, containing acetomenaph- 


thone and nicotinamide, relieve chilblains 
without the unpleasant side-effects asso- 
ciated with the rapid vaso-dilatation of 
nicotinic acid. 

Treatment—2 tablets 3 times daily 
Prevention—2-3 tabiets daily 












adaprin 


TRADE MARK 


TABLETS FOR CHILBLAINS 





! ; 

| Literature and professional samples 
; available on request. 
I 


WARD, BLENKINSOP & CO., LIMITED 





YORK HOUSE, 37, QUEEN SQUARE, LONDON, W.C.1 


Telephone : HOLborn 5992.6 (5 lines.) Telegrams : Duochem, Westcent, London 





XVIII THE PRACTITIONER 


eE——————————————————————————————————————— EEE 





When prescribing infra-red or ultra-violet 


rays for self-treatment .. . 


PET ee eR EEE ry 


... remember these advantages 


of PHILIPS Health Lamps 


(Made in Holland) 
IMFRAPW WR mope “8” 


This is a simply constructed and lightweight lamp 
that helps, quickly and comfortably, to relieve 
many ailments of a rheumatic nature. The patient 
can, after medical advice, give himself home 
treatment in a standing, sitting or lying position 
and in any room where there is an electric point. 
The lamp is obtainable only on production of a 
signed medical certificate. Price £3.3.0. 








IMERADPW IW — opel «a” 


Basically, this is the same lamp as the one above 
It has, however, been given a streamlined, 

robust stand, the base of which enables the lamp 
to be more easily fixed to a wall and the rays 
directed downwards. INFRAPHIL is particularly 
suitable for sportsmen and athletes, who will use 
it as an aid to massage and for the relief of 
sprains, bruises and muscular fatigue. Obtainable 
on medical certificate only. Price £4.4 .0. 





Uitra-Violee SUNLAM DP 


Compact and attractive in appearance, this 
Philips ultra-violet lamp has the double advanta 
of portability and manoeuvrability. It is simple 
and safe for your patients to use, under Medical 
Guidance, in the comfort of their own home. 
ou are, of course, essential and these are 
provided with the lamp. Again, a signed medical 
certificate is necessary for purchase. Price £5.17.6. 





We shall be glad to supply surther details of avy 





of these lamps. Please address your enquiries to 
_ Electrical Apptiances Division - Century House - Shaftesbury Avenue - London - W.C.2 


INFIOS8B 


* a3 





A Symbol of Absorption 











Oral 
Penidural 


(BENZATHINI PENICILLIN) 


reliably absorbed 


in 100% of patients 


|) \ ( kK \ 
Suspension in bottles of 60 c.c. 
Tablets in bottles of 20. 


Oral Drops in bottles of 10 c.c. (complete with dropper) 


Penidural-Sulphas 
a combination with three sulphonamides—in bottles of 


§0 c.c. suspension and bottles of 20 tablets. 








Deadly on the surface 





Streptets 
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EDRISAL highly effective in dysmenorrhoea 


Women with dysmenorrhoea commonly have 


depression and uterine cramps, as well as pain. 

All three symptoms are relieved by ‘Edrisal’ tablets. 
‘Edrisal’ combines the analgesic action of 

aspirin and phenacetin with the anti-spasmodic, 
anti-depressant effects of ‘Benzedrine’. The 

pain is alleviated ; the uterine cramps relieved ; 


the patient's gloom dispelled 


Ed ri sal relieves the pain, the depression 
and the cramps of dysmenorrhoea 


Smith Kline & French 
represented by Menley & James, Limited 
ESP 126 
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Ventilate 

Orthoxine possesses twice the bronchodilating and ventilating power 
of ephedrine—but only a fraction of ephedrine’s cardiac, vasopressor 
(4) and CNS stimulating effect. This well-tolerated agent efficiently 
relaxes the spasm that is cough and assures optimal ventilation to 
help sweep mucus out of the bronchial tree. Equally important, 
Orthoxine does not make the patient restless or rob him of sleep 


Sedate 


Reducing sensitivity of the cough reflex, codeine phosphate breaks 






the vicious cycle of cough—irritatrion—cough. Tenacious bronchial 


secretions are liquified by sodium citrate without producing nausea 





For physiological cough-control: 


ORTHOXICOL 


Orthoxicol combines the exclusive Upjohn—amine 
Orthoxine* with codeine phosphate and sodium 
citrate for ‘“‘two-way”’ physiological cough control 






*Registered Trade Mark 


Dosage 
isfants: (2 to 6 months) 3 to 6 drops every four to six hours 
(6 to 12 months) 6 to 10 drops every four to six hours 


(1 to 2 years) 10 to 20 drops every four to six hours 
Childrea: (2 to 12 years) i to | teaspoonful every four hours 


Adults: | to 2 teaspoonfuls every three or four hours UPJOHN OF ENGLAND LTD 
yee 4 ALDFORD STREET - LONDON WI 


© bottles of 2 and 16 ounces 
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sce § CYC LOSPASMO L 


tries. 
ent No. 707227 
7 oe ci Spasmocyclone (B.S. 572 
Mandelate* Regd. 
THE MILD VASODILATOR FOR THE SAFE LONG TERM TREATMENT 
OF PERIPHERAL VASCULAR DISEASES, FREE FROM SIDE-EFFECTS, 
CLINICAL EFFICACY CONFIRMED BY PLETHYSMOGRAPHIC METHODS! 
Literature 

Angiology, 1953, Vol. 4, pages 103-111, 1956, Vol. 7 (1), pages 27-31. 
British Encyclopaedia of Medical Practice, 1952, Vol. Il, page 637. 


Medical Press, 1954, 231 (8), 174. 
Paediatrics for the Practitioner, 1955, Vol. Ill, Chapter 135, pages 
5 2. 


1 Schweiz. med. Wochenschrift, 1955, 85, 237. 
1 Ned. Tijdschrift v. Geneesk, 1955, 99, 1810. 


Packs: Bottles of 20, 50, and 250 x 100 mg. Tablets. 
Prescribable on E.C. 10 in the U.K. 
Made under licence from:— 


N.V. KONINKLIJKE PHARMACEUTISCHE FABRIEKEN 


BROCADES-STHEEMAN & PHARMACIA 
AMSTERDAM - THE NETHERLANDS 





» CAMDEN CHEMICAL COMPANY LTD. 
61, Gray’s Inn Road, London, W.C.1 
Sole Agents for the United Kingdom from whom literature and samples may be 
obtained on request. 
Cyclospasmo! is distributed in Eire by Messrs. Dominick A. Dolan 58 Bolton Street, Dublin 
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STRIPS Syds. x 34" 

A ready-to-use wide- 
mesh gauze dressing 
for wounds, burns, 
skin grafts, etc. 
Squares impregnated 
— petroleum jelly 


= 
. 
- 
« 
7 

a 








* Cestra Mask 


FOR SURGEONS AND NURSES 











Bacteriologically A 
tested and 
specially designed 
for the 
prevention of 
droplet infection 


After many bacteriological experiments this mask was 
designed to arrest all droplets from the mouth and nose, 


sulphathiazole 
5%; strips with a and so to prevent contamination during operation. The 
alcohol emul- “Cestra” Mask consists of four layers of fine dental 


sion containing sul- 
hathiazole 5%. 
acks—tins of § 
10 and 36 pieces 
available on E.C.10 


URO-SULPHONET IN 
STRIPS Syds. x 3)” 

A wide-mesh tulle 
strip impregnated 
with a wool-alcohol 





gauze. it fastens securely under the chin, has an air gap 
at the sides, is comfortable to wear for long periods and 
may be easily sterilised. 


Obtainable from Chemists and Medical Stores 


MADE BY ROBINSON & SONS LTD. 
Wheat Bridge Mills, Chesterfield. Tel. Chesterfield 2105 


London Office: King's Bourne House, 229/231 High Holborn, 
London, W.C.I. Tel. Holborn 6383 


Manufacturers of al! kinds of Surgical Dressings 





emulsion embodying 


—- 2 iazole 5°, 
urethane 2° 
, AN 


YOU 


should bank with the 


WESTMINSTER 





healing 
and bacteriostatic, 
this dressing is ideal 
for wounds, ulcers, 
sloughs and burns. 


PETRONET PARAFFIN 
GAUZE DRESSING 
B.P.C. 

Petronet consists of 


gauze square im- 
Km ily with petro- 





areas of a Thiersch 
skin graft. 
Packs—-squares 3)” 
x 3)” singly enve- 
—; tins of 5, 10 
and 36 please, —_ 


2 DALMAS 


from | 





The only country-wide 
English bank to prepare 
a detailed machined state- 
ment for all its customers 


Fully descriptive literature is available 
manufacturers. 


DALMAS Lin T Se 


JUNIOR STREET . LEICESTER 
and LONDON Established 1823 | 


8/56 WESTMINSTER BANK LIMITED 
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OUABAINE ARNAUD 


A most rapidly acting, non accumulating strophanthus glycoside. 
Kept as International Standard in National Institute 
for Medical Research, London. 


FORMS 
TABLETS : 25mg (1/24 gr.) Bottles of 40 and dispensing 
packs of 200 
AMPOULES: 0.25 mg (1/240 gr.) | For intravenous injection. 
(Boxes of 6) 
Samples and literature on request. Exempt from Purchase Tax. 


LABORATORY NATIVELLE Ltd. 
74-77 White Lion St., LONDON, N.! 18-19 Temple Bar, DUBLIN 

















A Bengue - Bally Product 
GROMIDIN 


Each contains 0.25 mg. of PURE | POSOLOGY: 
GRAMICIDIN, an antibiotic of microbial | 5 to 10 tablets per day, 
origin in crystalline form, which is active | allowing them to dis- 
On most pyogenes germs, taking | solve slowly in the 

the Gram coloration. | ™ovth. 
itation nor allergic effects, GROMIDIN an 
irritation nor allergic effects. I 

is indicated in the treatment and | _ me = 
prophylaxis of rhinopharyngeal, laryngeal, | PRICE: 3/6 per tin 
buccal and dental affections. Also | Samples and literature 

in bronchitis. | on request 








Sub-lingual 
TABLETS 











BENGUE & CO. LTD., Manufacturing Chemists 


; MIDDLESEX 


MOUNT PLEASANT : ALPERTON - WEMBLEY 
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CETRIMIDE SHAMPOO 
MASTERS DANDRUFF 


SEBODERM contains 15.6% Cetrimide B.P., the 
quaternary ammonium proved by research and pre- 
scribed by the medical profession as most effective in the 
specific treatment of dandruff and the more serious 
seborrhoeic dermatiiis. 
“ ... perhaps the most valuable recent 
addition to therapy (of scurf or dandruff) has 
been the introduction of detergents such as 
cetrimide, which may be used alone or 
incorporated in shampoos, soaps or lotions.” 
(1956) Brit. Med. 7., ii, 92. 


© 





. . « IN DANDRUFF A 
SINGLE WEEKLY 
TREATMENT IS NORMALLY 


SUFFICIENT TO ENSURE => SEBODERM also contains 15.6% Cetyl Alcohol B.P. and 


COMPLETE CONTROL 


S\ 1% Lanolin, and as a creamy and pleasing shampoo 
\ leaves the hair soft, silky and clean. 


Literature and professional sample will gladly be sent on request. 





It supports evenly, 
everywhere 








The Lastonet bandage has a two-way stretch 
to support a sprained or weak joint evenly over 
the entire affected area. It is also cool to wear 
as the lightweight net allows plenty of 
ventilation. In 5-yard lengths (fully stretched) 
and 2}, 3, 34, 4 or 6 inch widths. 





ELASTIC 
NET BANDAGE 


LASTONET PRODUCTS LTD, CARN BREA, REDRUTH, CORNWALL 
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Oral treatment of 
diabetes mellitus 


RASTINON 


» Hoechst « 


N-(4-methyl-benzene-sulphonyl)-N’-butyl urea 


Clinical trials are already being conducted in certain 
hospitals in this country and the results will shortly 
be published. 

Supplies of Rastinon tablets, for the time being, will be 
restricted to Diabetic Clinics, from whom enquiries are 


invited. 


HOECHST PHARMACEUTICALS LIMITED, 
SLOUGH 


Distributed in Great Britain and Northern Ireland by: 


Horlicks Limited, Slough 
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DROS 


A convenient form in 














which to administer Aluminium 


Ay vdroxide treatment 


®DROXALIN tablets are ®DROXALIN enables 
smooth, pleasant-tasting and break Aluminium Hydroxide to be 
down easily in the mouth. They administered in an exceptionally 
are, therefore, completely accept- palatable form. 
able to the gastric patient. The 
tablets are individually and hygieni- 
cally sealed in sets of six. 
Professional samples available on request 


ACTIVE INGREDIENTS 
Aluminium Hydroxide 
Magnesium Trisilicate 









ACID ADSORBENT 


‘bed on Form E.C.10 





Prescrt 








Monufocured by SCOTT & TURNER LIMITED, ANDREWS HOUSE, NEWCASTLE-ON-TYNE 
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For high level 
plasma salicylate... 


ENCYNEX 


in Rheumatic Disease 


Distributors 


THE ANGLO-FRENCH DRUG CO. LTD. 11-12 GUILFORD ST. LONDON, W.C.! 





MIOTROL:-| 


TRADE ff 
Tablets containing :— Methy! oe fy ot OCestradio! 0.005 mg. 
A synergistic combination of androgen and 
oestrogen with phenobarbitone. 


Specifically designed for control of symptoms associated 


with menopausal disturbances, premenstrual migraine 
and tension, dysmenorrhoea. 


Literature forwarded on request. 


AN PRODUCT 


OXO LTD. (Medical Dept.), THAMES HOUSE, LONDON, E.C.4 
Telephone: CENtral 978! 
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= Vitamins in prenatal life 


Vitamins are essential for the normal development of the embryo. 
Severe vitamin deficiencies during pregnancy, apart from their ill-effects 
on the mother, lead to death or malformation of the foetus. It is known 
from animal experiments that a shortage of certain B vitamins causes de- 
formities in the foetus. Although these results may not apply in detail to 
humans, adequate nutrition during pregnancy has long been considered to 
be of supreme importance. 


Marmite is a useful source of every known factor of the vitamin B 
complex and is widely recommended to expectant mothers. Its appetising 
flavour ensures easy administration; it may be given as a drink made with 
boiling water or hot milk, or in sandwiches, or used in cooking. 


MARMITE 


yeast extract 




















Literature on request 


MARMITE LIMITED, 35, SEETHING LANE, LONDON, €E.C.3 





RS —and brings you a full ‘ 
© 
Equal to £6. 19.2 PER CENT GROSS 
Where the standard rate of tax of 8/6 is payable . 
STATE . 
e 
URES elt, Cem lela aed 
+ 
MAXIMUM SECURITY 
* Easy withdrawals | % Any amount accepted up to £5,000 e 
SS % Income tax borne by the Society | %& No depreciation 
25 years of proghessive expansion _ 
JUNE 1931—JUNE 1956—ASSETS NOW EXCEED {4,500,000 
Full particulars from the Secretary: STATE BUILDING SOCIETY . 
mS 30 State House, 26 Upper Brook St., Park Lane, London, W.1  Tél.: MA Yfair 8161 
@*eeeeeeeeeeee#teeee 
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COMBAT BOTH 


GRAM-NEGATIVE 
& GRAM-POSITIVE 
ORGANISMS 

IN THE 

TOPICAL 
TREATMENT OF 
SORE THROAT 


‘Tetrazets’ 


THROAT LOZENGES 


The triple antibiotic action of Bacitracin, Tyrothricin 
and Neomycin, plus the soothing effect of the analgesic 
Benzocaine, makes ‘ TETRAZETS’* Lozenges 

ideally suited for the local therapy of certain mouth 
and throat irritations which may be due to 
susceptible gram-positive and gram-negative bacteria. 
Supplied in vials of 12 lozenges. 


Literature on this significant new product will gladly be supplied 
on request. 


MERCK SHARP & DOHME LIMITED, HODDESDON, HERTS. 
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The use of stabilized Trypsin 


A NEW TREATMENT 

FOR ULCERS 
ABRASIONS \j 
BURNS 
PYODERMIAS 





"pig mma gate \ if \ 
: \\ 


Y, ANY MEDICAL PRACTITIONER knows how 

y} stubbornly resistant to any therapy a long- Y/ 

y} standing varicose ulcer can be. The reason is ™ 
partly the diminished blood supply, but more 


} perhaps the formation of a pus-containing 





ylgiutaminate and 2,2 thiobis-(4,6-dichloro- 
phenol) designated bithionol, both of which 


impede the healing process. Similar difficul- are effective against a wide range of 


Y} ties are often encountered in the treatment of | gram-positive and gram-negative pathogenic 
wounds and abrasions. organisms and do not cause skin sensitivity. 


layer and of crusts which cover the ulcer and 


y} F a ed Biotrase also contains Carbamide, included 
} PROTEOLYTIC ACTION for its buffering properties. 
It has long been known that the proteolytic . : . . 

y) enzyme Trypsin could digest crusts by the INDICATIONS FOR USE 

Y, process of physiological currettage. The diffi-  Biotrase may be used wherever there is an 
infected—or potentially infected—breach of 

surface of the skin. Common conditions for 

its use include the following: Varicose, diab- 


A certificate of stability has been issued by a _¢tic and post-thrombotic ulcers ; wounds, and 


y} leading Institute of Bio-chemistry. It rapidly | second and third degree burns; infected and 
necrotic skin conditions, including pyoder- 


y dissolves crusts and scabs and leaves a clean. ; ! 
granulating surface. mias ; boilsand carbuncles(following incision). 


y) culty has been to incorporate the trypsin in a 
Y) stable preparation. In Biotrase trypsin re- 


mains active physiologically for over one year. 








y} Biotrase has been designed by Lloyd-Hamol 
Y} of London and Zurich for the treatment of COMPOSITION OF BIOTRASE 
infected skin lesions. Apart from trypsin, it Trypsin pur. 0.16%, 
° y * 7 *s ° 
Y} contains two new antiseptic agents of proved Ey cei) Pars temo 0.3082 
Y) bacteriolytic properties, Ca~-N-Hydroxymeth- Carbamide B.P $.00°, 
In polyethylene glycol 








Biotrase is available in 35g. tubes at a basic N.H.S 
price of 3/9d. plus Purchase Tax. Samples and litera- 
ture are available to medical practitioners on request 


Biotrase 





_ LOS ISS 


‘Biotrase’ is a registered trade mark of 


LLOYD-HAMOL LIMITED 


WOH 





























ANNOUNCEMENTS XXXV 


AMPHETONE 

















Le 


A GENERAL STIMULANT FOR THE 
CENTRAL NERVOUS SYSTEM 


For cases requiring a quick-acting general stimulant without increasing? 

the patient's sppetice, we consider Amohetone unique. it combines for 

the first time, Dexamphetamine Sulphate and Strychnine with Glycero- 
h and bers of che Vitamin B Group. The Dexamphetamine 

provides the convalescent with an immediate feeling of well- being. this 

being followed by the well-known tonic effects of the other medica- 

ments. Clinical reports have been excellent. 

FORMULA Dexamohetamine Sulohace B.P.C.. 1/12 grain: 

Strychnine Hydrochloride B.P., |/60 grain: Calcium Glycero- 

phosohare B.P C.. 2 erains: Sodium Glycerophosphare B P.C., 

2 grains: Aneurine Hydrochloride B.P., 1/30 grain: Nicotine- 

mide BP 1/4 grain: Riboflavine B.P. 1/60 grain: Syrup of 

Blackcurrant B.P.C.. 2 fluid dems. : Water, to 1/2 fluid ounce. 


| POISON [ sa | 
Available in botties containing 10, 20, 40, and 80 fluid ounces. Professional 
prices 4/8. 8/10. 14/7 and 26'4 each. Somples available on request 
JAMES WOOLLEY, SONS & CO. LTD., VICTORIA BRIDGE, MANCHESTER 3 
In association with J. C. Arnfield & Sons Led. 


London Stockists: May, Roberts & Co., Led.. 47 Scamford Hill, London, N.16 
Distributors for Northern !reland : M-ssrs. Dobbin & Stewart. 47-49 Earl Street. Belfast 





How do YOU tackle flat foot? 


. do you prescribe an external wedge on the shoes? 





BUT the wedges soon wear away; and very 
often the child is made to feel self-conscious 
because his shoes look different from other 
children’s. 

Surely it’s more logical to have a wedge built-in 
between the inner and outer sole—invisible, and 
completely unaffected by wear or repair of the 
shoe. That is how Start-rite INNERAZE shoes 
are made; why they are the only practical 
solution to this problem. 


Information from Mr. W. J. Peake, James Southall 
& Co. Lid., Crome Road, Norwich. 


CoaWnF RATES 


‘Invisible Wedge Shoes by START-RITE 


(who make the finest children’s shoes of all types) 





trmeraze Shoes are supplied only against medical prescription 
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Anew anti-inflammatory 
and anti-pruvitic agent 


BIOSONE G.A. 




















BIOSONE G.A. PREPARATIONS contain the active isomers 
of Glycyrrhetinic Acid which, when applied to the skin, has 
an action resembling that of HYDROCORTISONE (B8.M.j., 
Dec. 1955, p. 1g01, LANCET, July 1956, p. t45) 

*, coon 





About baby feeding- 





ere Te, HOW HEINZ STRAINED FOODS HELP 


Available as: 
BIOSONE G.A. Ointment “ GREASY” 
BIOSONE G.A. Ointment “ NON-GREASY ” You can confidently recommend Heinz 
BIOSONE G.A. Ointment with NEOMYCIN Strained Foods to mothers with young 
BIOSONE G.A. OPHTHALMIC Ointment babies. They help to give the baby a fully 
and with NEOMYCIN balanced diet and offer convenience, with 

BIOSONE G.A. Compound SUPPOSITORIES ease of preparation. 

BIOSONE G.A. SNUFF Heinz use the freshest vegetables and 
BIOSONE G.A. is INEXPENSIVE by comparison with | fruits. They cook and strain them under 
Hydrocortisone and no systemic or local reactions have | the most carefully controlled conditions, 
scarlet’ more hygienically than most mothers can, 
BIOSONE G.A. | and with greater retention of food values. 
The FIRST CHOICE in the For full details of the nutrient values of 
My ye eo Sesh na oy tae the 19 varieties of Heinz Strained Foods, 
| write to Dept. 7S, H. J. Heinz Company 

Semples and lnerature available on request. Ltd., Harlesden. London N.W.10. 
Distributed by 


BIOREXS “HEINZ 


(MARKETING) LTD 
. 
Research and manufacture by BIOREX LABORATORIES LTD., Strained Foods 
47/51 Exmouth Street (Mkt.), Rosebery Avenue, London, E.C.+. 
Telephones: TERminus 9494, 5216/8 





MEAT BROTHS «SOUPS - VEGETABLES - SWEETS ~ CEREAL 
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Antiseptics 


“On the whole we feel that, after 
more than two and a half years’ use, 
hibitane is the most satisfactory one 


available at present.” 


British Medical Journal, 1956, ## 200 


‘HIBITANE’ 


Regd. Trade Mark 
CHLORHEXIDINE) 


% Available as: 


‘HIBITANE” CONCENTRATE (2%) 





‘HIBITANE’ DIACETATE POWDER 





‘HIBITANE’ OBSTETRIC CREAM (1% 
‘HIBITANE’* ANTISEPTIC CREAM (1%) 


‘HIBITANE’” ANTISEPTIC LOZENGES 


| 
IMPERIAL CHEMICAL (PHARMACEUTICALS) LIMITED, WILMSLOW, CHESHIRE | 
A subsidiary company of Imperial Chemical Industries Lamuted 


Ph.676 
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Acnil 


For the treatment of Acne Vulgaris— 


Acnil combines the therapeutic qualities of Resorcinol, 
Cetrimide and Precipitated Sulphur in a masking cream base. 
The base is flesh-tinted to conceal the acne spots during 
treatment and women patients can apply face powder over 
Acnil without detriment to its curative action 
FORMULA 
Resorcinol } 
Precipitated Sulphur 3 
Cetrimide | 


Basic N.H.S. price 1 oz. pack 2 3d In a masking base. 


The word Acnil is a regd. trade mark of 
Genatosan Ltd., Loughborough, Leics. 
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LOGAL ANAESTHESIA 








INFILTRATION ANAESTHESIA de- 
mands a satisfactory spread of 
anaesthetic solution. It is especially 
valuable in the outpatient depart- 
ment in cases where general anaes- 
thesia is contra-indicated. 


A CLEAR CASE FOR HYALASE, the 
enzyme hyaluronidase. 


HYALASE greatly enhances the 

_ spread and absorption of the anaes- 

thetic. It can be easily combined with 

the local anaesthetic with or without 

adrenaline, producing a greater area 

of anaesthesia of satisfactory dura- 
tion. 


HYALASE can be successfully ap- 
plied whenever infiltration anaes- 
thesia is the method of choice. 


LITERATURE is available 
and a Technical Informa- 
tion Service is always 
at your disposal. 


FULLY-DESCRIPTIVE \ 
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BENGER LABORATORIES LIMITED - HOLMES CHAPEL - CHESHIRE | 
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Cheyne-Stokes 
Respiration 


Cardiac failure 
Bronchospasm 


Oedema 





A CLEAR CASE FOR CARDOPHYLIN. IT IS PRESENTED in tablets, supposi- 
Best known and most widely used of tories, and ampoules for intravenous 
the purine derivatives, Cardophylin nd intramuscular administration. 

is the one drug which combines four |} 


methods of treating heart failure. It /\ FULLY DESCRIPTIVE LITERATURE 
is a respiratory stimulant; it con- ‘2 is available and a Technical In- 





trols bronchospasm; it increases /[- formation Service is always at 
coronary flow; and it is a diuretic. 1} ree your disposal. 
sa 2.) 
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BENGER ) 


PRODUCT 


Manujactured by WHIF FEN & SONS LIMITED and distributed by 





RENGER LABORATORIES LIMITED- HOLMES CHAPEL- CHESHIRE 
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replaces 
Benzedrine 
Inhaler 





a 
ey 
= 
< 
z 
E 


Benzedrex Inhaler is effective ‘Benzedrex’ 
Inhaler provides initial relief from nasal congestion 
within seconds. Five minutes after inhalation 
shrinkage of the nasal mucosa is complete. Even with gross engorgement 
shrinkage remains adequate for over 14 hours. 

Benzedrex Inhaler is specific The active ingredient in ‘Benzedrex’ 
Inhaler is a new compound—propylhexedrine—that is remarkable for its 
highly specific vasoconstrictive action. Unlike amphetamine, propylhexe- 
drine produces virtually no central nervous stimulation. 

Benzedrex Inhaler is safe Because its vasoconstrictive action is un- 
complicated by central nervous stimulation, ‘Benzedrex’ Inhaler may be 
freely used even by those patients in whom sympathomimetic drugs often 
cause insomnia, restlessness or nervousness. Even massive overdosage does 














not result in central nervous stimulation. 


NEW AND BETTER...BENZEDREX INHALER 
SKF’s new and better volatile vasoconstrictor 


Smith Kline & French represented by Menley & James, Lid., London S.ES Tel: BRixton 7722 
*‘Benzedrex’ and ‘Benzedrine’ are registered{trade"marks ~ 3 


axP!06 (col) 
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WOW POSSTELE! 


INCREASED SAFETY 


AND EFFICIENCY WITH 


HYDROWi Y ¢ 


IN THE TREATMENT OF 
INFLAMMATORY SKIN CONDITIONS 


HYDROMYCIN by combining the anti-inflammatory 
properties of Hydrocortisone with the anti-bacterial 
properties of Neomycin offers increased safety over 
the use of Hydrocortisone alone. HYDROMYCIN is 
ideal in the treatment of contact dermatitis, atopic 
dermatitis and non-specific pruritus. 





COSTEROIDS 


SKIN OINTMENT Tubes of 5G and ISG 

EAR/EYE OINTMENT Tubes of 3G 
ee aaa 
THE FULL | 
RANGE OF CORTISTAB (Cortisone Acetate) Tablets, Injection, Eye Drops, 

Eye Ointment 
IT -_ 

BOOTS HYDROCORTISTAB (Hydrocortisone) Tablets, Local & Intravenous ! 
BRITISH Injections, Skin Ointment, Eye Ointment, Eye Drops i] 
MADE DELT A-ST AB (Prednisolone) Tablets 1 
Delta-stab Tablets are at present availeble through N.H.S, hospitals 1 
CORT only by arrangement with the Ministry of Health 1 
I 
4 





Literature and further information gladly sent on request 


BOOTS PURI DRUG COMPANY LIMITED, NOTTINGHAM 








most spermicidal contraceptive 





FQ 
The unmatched potency of ‘Delfen vaginal cream is due to its new 
vi 
chemical spermicidal agent which invades every vaginal crevice 


by the rapid release action of a new emulsified oil-in-water base 


i Delfen vaginal cream: 


nonyiphenoxypolyethoxyethano! 5.00°, 
in an oil-in-water emulsion at pH 4.5 
LITERATURE ON REQUEST 


Ortho Phormaceutical Limited - High Wycombe - England 
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“THE GREATEST RANGE 


Length of experience, Breadth of organisation and 
Height of aspiration have provided a range of Infant 
Milk Foods to deal with almost every feeding problem. 
It has always been our policy to co-operate with Pzdia- 
tricians both at home and overseas, and many of our 
babi semmneciiainia Special Foods have been made at their instigation. 
If you have any feeding problems, we shall be only too 
happy to give you any possible help, by discussing pro- 
duction of additional special foods. 
Full details of all our products, with analyses and indications, are given in our Medical 
Handbook, obtainable on request from the Medical & 
Research Department, Cow & Gate House, Guildford. 


CLINICAL SAMPLES will also be sent. 


COW & GATE 
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itt, BARBITURATES 





*‘SECONAL SODIUM’ 


Quick onset - short duration. 
In * Pulvules* ? gr. and 14 grs. 





‘SODIUM AMYTAL’ 


Medium onset and duration. 
In ‘ Pulvules’ | gr. and 3 grs. 





*TUINAL’ 
Quick onset - medium duration. 
In * Pulvules’ 14 grs. and 3 grs. 
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TAMDAX encourages women to lead a Professional samples and 
normal life during the monthly period. It literature will gladly be 
brings a higher standard of hygiene, and supplied by Medical Dept., 
increased personal comfort (elimination of Tampax Ltd., Belvue Road, 
chafing, belts, pins and pads) which results in Northolt, Greenford, 

a greater sense of physical and mental freedom. Middlesex. 





SANITARY PROTECTION WORN INTERNALLY 
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nitrofurazone 


is one of the nitrofurans, a new group of 
chemotherapeutic agents with a wide 
antibacterial spectrum. 


The chief clinical use of ‘ Furacin’ is the treatment and prevention of 
infection in wounds, burns, ulcers, etc. 


Its outstanding features are that, being chemically unrelated to the 
antibiotics or the sulphonamides, cross 
resistance does not occur. Direct bacterial 
resistance to ‘Furacin’ also is rare, even 
with staphylococci. 


‘Furacin’ can with advantage replace the antibiotics almost entirely in 
the local treatment of infection, thus 
enabling these life-saving drugs to be 
reserved for systemic administration. 


Infected lesions treated with ‘Furacin’ tend to heal quickly because 


* Furacin’ is harmless to human tissue. 


**FURACIN’ CREAM —A NEW PRESENTATION 
Also ‘FURACIN’ SOLUBLE OINTMENT © ‘FURACIN’ SOLUTION « ‘FURACIN’ EAR DROPS 


Menley & James, Limited, Coldharbour Lane, London S.E.5 Telephone : BRIxton 7722 


* Furacin’ is a registered trade mark 


rP76 (Cob) 





‘PULVULES’ 





Sity ELI LILLY & GOMPAMY 
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‘TRRAL THERAPY 


HE effective ORAL PENICILLIN 


eports prove that Penicillin-V will give clinical results 


omparable with parenteral penicillin, and is more potent dose for 


ose than other oral penicillins. Penicillin-V is unique in that 


is unaffected by the action of gastric acid. Whenever penicillin 
indicated, Penicillin-V is the product of choice. 
he average dose is one 125 mg. capsule four times daily, 


creased in severe infections. 


NICILLIN-V Lilly 





ABY LIMITED BASINGSTOKE HANTS 
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Tomorrow he won’t be looking after his barrow. He is going into hospital. 
There’s nothing seriously wrong with him, but the time has come—as it 
comes to most people—when he must put his trust in doctors and nurses. 
They, in their turn, put their faith in BRITISH OXYGEN equipment and 
gases. In thousands of cases every day, they rely on BRITISH OXYGEN 
equipment and gases to help them ease pain and save lives. 


©) BRITISH OxYGEN 


BRITISH OXYGEN GASES LTD., MEDICAL DIVISION, GREAT WEST ROAD, BRENTFORD, MIDDX. 
Makers and suppliers of anaesthetic, analgesic and therapeutic equipment and gases 
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the intranasal route 


a logical approach 





Instilled intranasally, ‘Sulfex’ deposits a fine, even frosting 
of microcrystalline sulphathiazole throughout the naso- 
pharyngeal cavity. Unlike solutions, this bacteriostatic 
coating is not quickly washed away: it clings for hours to 
the inflamed mucosa wherever ciliary action is impaired by 
infection. Bacteria in the post-nasal drip are inhibited before 
they reach the nasopharynx to intensify the infection. 

Part of the suspension drifts down over the nasopharynx and 
pharynx, producing potent, long-lasting bacteriostasis just 
where it is needed most—at the site of infection in the throat. 


S U | fe x @ suspension of microcrystalline sulphathiazole 
highly effective in sore throat 


@ Smith Kline & French represented by Menley & James, Limited, London S.E.5 
SXP106 (col) 
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Amisyn 
Tablets 





COMBINING 


@ ACETOMENAPHTHONE B.P. |0 mg. 


@ NICOTINAMIDE B.P. 50 mg 


FOR 
Chilblains 


Write for literature and samples to: 


THE ARMOUR LABORATORIES 


(Armour & Company Ltd.) 


HAMPDEN PARK : EASTBOURNE - SUSSEX 


Telephone: Hampden Park 740 Telegrams: Armolab Eastbourne 
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penicillin and sulphadimidine 


Pneumonia 


the treatment of choice in Otitis media 


Mastoiditis 








Smith Kline & French 
represented by Menley & James, Limited, Coldharbour Lane. London S.E.5 


*Eshacillix a registered trade mark 
ECSP66 (col 
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The right diet at 
your fingertips 
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This filing box, designed for the 
consulting room desk, containsan 
indexed supply of diet cards for 
16 different conditions. The cards 
are planned to include specimen 
daily menus which facilitate the 
patient’s co-operation and save 
the doctor's time. This is one of 
the services offered free of charge 
to the medical profession by the 
Energen Dietary Service. 

In special cases, clinical 
considerations often necessitate 
the preparation of a diet which 
takes into account the individual 

requirements of the patient. On receipt of appropriate 
information from the practitioner, such diets can be 
specially constructed and sent through the post; or a 
consultation can be arranged with a senior dietitian. 
The Energen Dietary Service is staffed by fully qualified 
dietitians, under close medical supervision. It offers 
independent information and assistance to the medical 
profession in all dietary and nutritional matters. 
Requests for the Diet Card Filing Box, 


or other inquiries should be addressed to: 
THE HEAD DIETITIAN, ENERGEN DIETARY SERVICE, 


25A. BRYANSTON SQUARE, LONDON, W.1. 
TELEPHONE : AMBASSADOR 9332 


DIETARY SERVICE 


AVAILABLE ONLY IN THE UNITED KINGDOM 
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can appetite 
be controlled 


safely? 


PRELUDIN is being increasingly 
prescribed by doctors because of the 
safety and ease with whichit enables 
excessive eating to be controlled. It 
produces no adverse effects upon 


the heart and none upon the blood 
pressure. PRELUDIN enables the 
patient to adhere effortlessly to a 
recommended diet and is the wise 
prescription in all cases of obesity- 


PRELUD'N n tubes of 20, or bottles of 250 tadiets of 25 mg. each. 


# E { Uj p i tH Brand of 2-pheny/-3-methy!/-tetrahydro-|'-4-oxazine-hydro- 


The appetite controlling agent that does not affect the heart , 


chloride 


Manufactured and distributed in England by Pfizer Ltd., Folkestone, Kent, for 
Cc. H. Boehringer Sohn, Ingelheim am Rhein 
Registered proprietors of the Trade Mark *Regd. Trade Mark 
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INTRAMUSCULAR IRON 


Widospnead, Accoptamer.... 





“The Iron given parenterally was absorbed 
from the intramuscular site and utilised.’"! 


“Utilisation for haemoglobin production 
was extremely good.'? 


“In every patient a satisfactory rise in the 
haemoglobin took place.’’3 


“....all the patients in the series develop- 
ed a vigorous sense of well- being which 
contrasted very strikingly with their pre- 
vious chronic ill-health."’3 


“From the present series it appears that 
this new iron-dextran complex is a notable 
ad\ance in the treatment of the iron- 
deficiency of pregnancy.’’¢ 


3. B.M.J., 1964, 2, 1255. 
4 LANCET, 1954, 2, 1245. 


§. LANCET, 1954, 2, 942. 
2 B.M.J., 1954, 2, 1257 


IMFERON 18 THE FIRST 
EFFECTIVE IRON PREPARATION 
FOR INTRAMUSCULAR INJECTION. 


IT PROVIDES the rapid, reliable response of 
an order hitherto only obtainable with 
intravenous preparations: and it takes 
much less time to administer. 


IMPERON 18 indicated for the patient who 
is refractory to, or intolerant of, oral iron 
and when a rapid response is required, as in 
anaemia of pregnancy. 


TECHNIQUE. 

“It was obvious during this study that 
the skil! and care of the person giving the 
injections does much to minimise loca) 
discomfort and staining. and it is 
significant that only two patientr 
failed to attend for further 
injections.” 

(LANCET, 1964, 2, 1245). 









AMPOULES 2mil. (100 mg. Fe) bores 10 and 100 ampoutas 5 mi. (250 mg. Fe) bores 5 and 50 y 
PULL YIOSCRIPTIVE LITERATURE, including dosage Calculator. on request. 
A Technical Information Service is at your disposal. 








I M F E K 0 N IRON. DEXTRAN LOYVPLEX 
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BENGER ) 
BENGER LABORATORIES LIMITED HOLMES CHAPEL CHESHIRE 
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Pursuing his normal (pH) business 


Benjamin McDougall, Esq., is a typical one or two tablets will remain effective 
hard-pressed businessman. Year after for several hours 


year he carries a heavy burden of worry- . 
- ~ é : Aluphos Tablets cannot cause ‘acid re- 


ing responsibility. Peptic ulcers trouble - . : 
him at intervals and the threat of them bound’ and there is no risk of alkalosis. 
They are non-constipating. 


is always present. 
Mr. McDougal! will appreciate Aluphos 


A clear case for ALUPHOS TABLETS. <a ‘ 

Aluphos Tablets, alone of common ant- bane —— are palatable, 
acids, buffer the gastric secretion to - 

pH 2.0—2.5—a normal value at which Aluphos Tablets are economical — the 
peptic digestion is not inhibited. As basic N.H.S. price is 2/7d. per box of 
a buffer, Aluphos Tablets act quickly 50 tablets 





A clear case for ALUPHOS TABLETS 








a 


“BENGER )} 


BENGER LABORATORIES LIMITED - HOLMES CHAPEL - CHESHIRE PRODUCT 
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Night attack 


The angina patient goes to bed in fear and may wake in 
agony. Peritrate prophylaxis can ease his mind con- 
siderably. Since Peritrate is a long-lasting coronary 
vasodilator, a single dose affords protection for as long 
as 4 to § hours . . . a considerable part of the night. 
Peritrate will not abort attacks completely — but it pre- 
vents attacks or reduces their severity in up to 80% of 
cases. Exercise tolerance is increased, nitroglycerin in- 
take is reduced and very few side-effects occur. 

Active principles: Pentaerythritol tetranitrate 10 mg. 
Packing: Bottles of 50 tablets and dispensing pack of 
500 

PERI TRATE WITH PHENOBARBITONE. (Peritrate 
10 mg. with Phenobarbitone 15 mg.) is also supplied at 
the same price as Peritrate, plus P.T. 


& ' 
Peritrate 
Trade Mark 
WILLIAM R. WARNER & CO. LTD., POWER ROAD, LONDON, W.4 
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blew severe 


a gastric irritant 


is aspirin ? 
. 


FURTHER RESEARCH has now been done into the irritant effects of aspirin 
upon the gastric mucosa. A detailed report on this work appears under 
the heading “Aspirin and Ulcer” in the B.M.J., July 2, 1955. 

The summary of the discussion appended to this report is as follows: 


“Aspirin is a serious gastric irritant, particularly in peptic ulcer patients.” 


Here is a further extract from the report :— 
“In conclusion it is suggested that aspirin should 
never be given to patients with peptic ulcera- 
tion, or indeed to those who have any gastric 
intolerance to it, however mild. Such an in- 
struction should be given a prominent place in 
peptic ulcer advice charts, usually in place of 
much that could be safely left out. Some of 
these patients took aspirin on a full stomach 
only in powder form, with serious results, and, 


although this method almost certainly miti- 
gates its irritant effects, it does not guarantee 
immunity. Calcium aspirin does not have this 
irritant action unless it has deteriorated through 
standing, and it can be used with impunity, 
especially if prescribed in soluble form. This 
simple measure would, in our opinion, cut down 
significantly the incidence of haematemesis and 
exacerbations of ulcer symptoms.” 


SOLPRIN provides calcium aspirin in pure and stable form. 


CODIS i: « compound tablet that provides codeine and 
phenacetin and calcium aspirin, in place of the 
ordinary aspirin in Tab, Codein, Co. B.P. 


Neither SOLPRIN nor CODIS is advertised to the public. 


RECKITT & COLMAN LTD., HULL & LONDON (PHARMACEUTICAL DEPT. BULL) 
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side-effects 





anti-inflammatory effects 


In rheumatic disease © += Gordex 


Cordex combines Delta-Cortef and acetylsalicylic acid to 
provide the additive anti-inflammatory activity of each 
drug, plus the analgesic action of the salicylate. 

With this combination relief of pain is normally afforded in 
24 to 72 hours. In the amount employed, Cordex achieves 
an effect equal to that produced by 2 or more times the 
amount of adrenal steroid alone. This combination permits 
a reduction in the dosage of each component, which results 
in a decrease in undesired side reactions. 

Indicated in : fibrositis, tendinitis, synovitis, myositis, 
bursitis, neuritis, lumbago, painful stioulder, non-articular 
rheumatism, allergic arthritis, osteoarthritis and mild or 
low-grade rheumatoid arthritis. 


UPJOHN OF ENGLAND LTD. 





Each Corpex tablet contains :— 


Delta-1-hydrocortisone 0.5 mg. 
Prednisolone 

Acetylsalicylic acid 300.0 mg. 

Average dosage 1-2 tablets four 

times a day. Bottles of 100 tablets, 


CORDEX is at present 
available to hospitals only. 


*Trade mark 


4 Aldford St., Park Lane, London, W.1. 
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Methy! Nicotinate 1.0% 
Glycol Salicylate 10.0% 
Histamine 

Dihydrochloride 0.1% 
Capsicin 0.1% 
Excipient q.s 


Cremalgin has always meant Economy without 


detriment to the treatment of N.H.S. patients. 
Indications : Rheumatism, Fibrositis, Sciatica. 
Lumbago, Muscular Pain, and associated conditions. 
Packed in 1 oz. dispensing tubes at 21/- per doz. plus 30% p.t. 


and in 16 oz. dispensing jars at 19/6d. per unit plus 30% p.t. 


WEST PHARMACEUTICAL CO. LTD. WOOD LANE W.12. Tel: SHE 6262 











ANNOUNCEMENTS 








Three good points 


which qualify HYPON TABLETS as the leading Analgesic and Antipyretic 





ee 


Analgesic and Antipyretic: In- 
dicated for the relief of pain 
associated with Rheumatism, 
Spastic Dysmenorrhea 
Neuralgia, Headaches and all 
conditions which call for a 
balanced Analgesic and Anti- 
pyretic. 


Rapidly effective: Quickly 
absorbed and easily assimi- 


a= two more... 


a 


Phenacet. B.P 


ive: Distressing side 
effects normally associated with ad- 
ministration of aspirin, phenacetin 
and codeine are counteracted by a 
therapeutic dose of caffeine. 
Non ipating: A imal dose 
of phenolphthalein is introduced to 
prevent constipation 





FORMULA: Acid. Acetylsalicyl B.P.—40.22 

48.00% ; Caffein. B.P.—2.00% ; Codeine 

Phosph. B.P.—0.99%; Phenolphthal B.P.—1 04, ; 
Excip.—7.75%( each tablet 8 grains) 


CREWE: 


Telephone 


Crewe 3251-5 


CALMIC LIMITED 


AUSTRALIA : 458-468 Wattle Street, Ultimo, Sydney, N.S.W. CANADA: Terminal Building, York St., Toronto 






- 


lated. Rapid disintegration 
ensuring quick relief from 
pain and maximum thera- 
peutic value. 


eee Action: The bal- 
anced formula provides a high 


degree of synergistic action 
ensuring full therapeutic effect 
over a prolonged period. 

















HYPON 
TABLETS 


LONDON: 


2 Mansfield Street W1 
Tel.: LANgham 8038-9 
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‘HYDROSPRAY’ provides in one 


convenient form hydrocortisone, 





‘Propadrin’, and neomycin, three 
agents with specific actions against all 
the common manifestations of 
inflammatory and allergic conditions 
in the nose. 
‘Propadrin’, a vaso-constrictor, 
reduces congestion and allows better 
penetration of hydrocortisone and 
neomycin to the affected sinuses. 
Neomycin is desirable for control 
of existing infection and for prevention 
of secondary bacterial invasion. 
_ene ° Hydrocortisone exerts its powerful 
Sale Effective anti-inflammatery and eee 
effects where they are most needed. 
Therapy Steroid side-effects need not be 

’ expected. Relief is immediate. 
‘HYDROSPRAY?’ is supplied in a 
Ww ith ‘ Hydrocortone’ specially designed 15 ml. applicator 


giving spray or drops as required. 


j n Indications 
Hay Fever 
; Vasomotor Rhinitis 
Nasal Allergy and Rhinitis Acute Inflammatory Rhinitis 
Chronic Inflammatory Rhinitis 
Allergic Rhinitis 
Allergic Rhinitis with Polyps 


NASAL SUSPENSION 
rade Mar 


‘HYDROSPRAY:? 


HY DROCORTISONE-*PROPADRIN -NEOMYCIN 


Literature and clinical trial package available to physicians on request 


MERCK SHARP & DOHME LIMITED, HODDESDON, HERTS 
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Stress 


ANXIETY STATE — aids to diagnosis 


In a recent medical article*, the following symptoms and 
signs were put forward as aids to the diagnosis of the 
anxiety state. They are not diagnostic, but in association 
with other observations may suggest the diagnosis. 


SYMPTOMS 


Headache (often localized in the back of the head and neck). 
Inability to read or think (inability to concentrate). 
Insomnia, dizziness 
Palpitation and tachycardia f 
Faintness ames ba 
hyperventilation. 

Sense of tightness in the chest | "YP® 
Anorexia (common), nausea, emesis, diarrhoea, aerophagia. 
Abdominal pain, backache, pain and stiffness 

in the shoulder region. 


often resulting 


SIGNS 


Sighing, wearing of tinted glasses, bitten fingernails. 
Axillary perspiration. 


AIDS TO TREATMENT 


In the treatment of anxiety and tension, no one 
disputes the fundamental importance of the simple 
psychotherapy which the General Practitione: 

is so well placed to dispense. Yet he, himself, 
generally ises the need for a more material 
adjunct, a tonic and restorative, which will assist 

the nervous system as well as the organism as a whole. 
Sanatogen is an active nutrient tonic, and the choice 
of many physicians in such circumstances. 
Conversely, the considerable effect of a poor 
nutritional state on the mental outlook has long been 
recognised. Here again, the merits of Sanatogen 

as a high protein tonic nutrient are apparent. 
Sanatogen contains 95°, casein and 5°, sodium 
glycerophosphate ; because of its high nutrient value 
and tonic and restorative effects, it is beneficial in 
many forms of physical and mental debility. 


* Aust. N.Z. Gen. Practit. (1955). 26, 88. 


Sanatogen 


THE HIGH PROTEIN TONIC 


The word ‘ Sanatogen’ is a registered trade mark of Genatosan Ltd., Loughborough, Leics. 
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In two years Becantyl has 
become an established 
treatment for useless cough— 


Especially with 
children and old people. 
No side-effects 


Unrelated to morphine derivatives or guaiacol and with none of their disadvantages, 
Becantyl suppresses useless cough. The active ingredient in Becantyl is Sodium-2: 
6-ditertiarybutylnaphthalene monosulphonate. This chemical, which does not cause 
constipation, anorexia, drowsiness or other side-effects, is the result of original 
research. 
These characteristics make Becantyl especially valuable for the treatment of 
useless cough in children and old people. 
Becantyl is available in 4 fluid-ounce bottles, and also in 40 fluid-ounce and 80 
fluid-ounce dispensing bottles. 
The suggested doses are:— 
Adults: 2 teaspoonfuls 
Children: 3—6 years: % teaspoonful 
7—15 years; 4—1 teaspoonful 
three times a day or as prescribed. 
Becantyl has no B.P. or N.F. equivalent, is not advertised to the public, and may 
be prescribed on form E.C.10. 


DECANE 


Literature and Samples available from the Medical Information Department 
Horlicks Limited, Pharmaceutical Division, Slough, Bucks. 
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“,.. pull out the plug now, dear, 


or you'll catch a worse cold...” ' 












yzanol 


restores normal drainage 


and prevents complications 


TYZANOL is a uniquely effective nasal decongestant. 
By shrinking the nasal mucosa and allowing the 
cilia to resume their normal function TyzaNor 
comforts the patient and reduces the risk of 
secondary bacterial infection. Since the effect of 
TYZANOL persists for some hours its use at bedtime 
allows the patient a full night’s sleep. And the 
TyzaNoLt Spray Pack, unlike that geyser, is 
guaranteed not to explode. 


1 NANNY, et al. ( Trad.) Kensington Legends. 
ce Pfizer Ltd - Folkestone - Kent 


* Trade Mark of Chas. Phzer & Co., Inc. 


























RELIEF 


Toclase, a pleasantly flavoured brand of carbetapentane citrate, 
relieves dry, unproductive cough. This action is selective and has 
been described as appreciably more potent than that of codeine 
phosphate. Toclase does not interfere with the normal expulsion 
of accumulated fluid secretions that is essential to the health of 


the respiratory passages. It is completely non-toxic, and has no 


TFOCGCLASE 


Brand of Carbetapentane Citrate 


side effects 


PFIZER LTD., FOLKESTONE, KENT * Registered Trade Mark 
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Pixcyl and Psorox 


Coal Tar has long been accepted as one of the most 


effective medicaments for use as a topical application 
in the treatment of Psoriasis. 
The Genatosan tar fractions incorporated in Pixcyl, Psorox, 
Genisol and Sebigen, offer tar therapy without many 
of the disadvantages associated with crude coal tar. 
Extensively screened against sensitization and in bases to suit 
each phase of the disorder, they offer the physician the three 
essential factors in his choice of an effective topical application 
that combine to give a suitable approach to Psoriasis. 


Pixcyl, Psorox, Genisol and Sebigen 
are all available on E.C.10. 


Further information available from: 


Genatosan Ltd., Loughborough, Leicestershire 
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getting started again 


Two features of the common “bilious” attack are biliary stasis 
and constipation. Rational therapy should attack both aspects 
of the condition, permitting the normal process of digestion to 
get started again. 

Veracolate cholagogue-evacuant does this by combining bile 
salts therapy with a mild purgative action. The bile salts 
stimulate the production and flow of bile, while the cascara and 
phenolphthalein assist evacuation of the intestinal tract. 


Active principles: Sodium taurocholate and glycocholate, 
1.07 gr., ext. cascara sagrada, 1.00 gr., phenolphthalein 0.50 gr., 
oleoresin capsicum 0.04 gr. 

Dose: One tablet 3 times a day or 2 at night. 

Packing: In bottles of 50 and too tablets. Bottles of 500 
tablets supplied to chemists. 





WVeracolate 


Trade Mark 
WILLIAM R. WARNER & CO. LTD., POWER ROAD, LONDON, W.4. 
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Lucozade... 


ahd They 
can Kee tt 
DPOWh — 


Lucozade has won its place in the sickroom because it is so 
very palatable. Patients enjoy it and, what is more, they can 
keep it down even when other food is refused, or vomited. It 
is difficult to assess the value of Lucozade simply in terms of 
the glucose it contains. It is the patient’s response which is so 
interesting. Its acceptance so often coincides with a distinct 
and happy turn for the better, well illustrated in the following 
brief report : 


“My little boy was ill... and was completely off his 
food. I must admit that I only thought of Lucozade at 
the last moment, after two days of worry, but he 
improved from the time of taking it.” 

In a letter from Mrs. V. Darlington, Birkdale, Lancs. 


LUCOZADE 


the sparkling glucose drink 
REPLACES LOST ENERGY 
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MALNUTRITION 





palatable, readily assimilable and quickly —— 


VIMALTOL 
For Infants, Children and Adults 


Clinical samples on physicians’ 





‘VIMALTOL’, a delicious, nourishing “ Niacin Wa —S 
vitamin preparation, has achieved wide 4 ig ~ 
popularity as a supplementary food item \ Zo" D hil 
against malnutrition in infants, children ' we Me pil 
and adults. It can be used with advantage VenesY” 
whenever nutritional levels are unsatis- bE ge 
factory. It can also be usefully employed te 7S . 
when vitamin intake is insufficient, for HY \ 
example, due to distaste for natural HH B 8 
vitamin-bearing fruits and other foods. int 2 y P~ 

‘Vimaltol’ is a quality product from ‘WS PLS. 
the ‘Ovaltine’ Research Laboratories. Its Ne alin IN 
balanced formula, which includes special eh A 
malt extract high vitamin potency yeast, SSeS SSS hig Hy 
halibut liver oil and iron, has been de- , aS it 
veloped in the light of recent findings of 44% Wh 1 J 
dietetic science. ‘Vimaltol’ actively assists if Ny *S. g!! 
in growth and development and helps to {if SS eeese 7 
raise resistance against the onset of in- \\u wy = * 
fection. oan : Wh My. 

For these reasons, it is widely prescribed .\\“y Ps) 
for the young because of their higher ‘**SSy ie 
metabolic requirements. It is highly ~~» S>3==22~ 


Standardized to contain in each ounce t 
not less than 2,000 i.u. Vitamin A; 200 request to the Medical Department 
iu. Vitamin D; 0.4 mg. Vitamin B,; A.W 
0.3 mg. Vitamin B, (Riboflavin); 4 me. ANDER LIMITED 
Niacin (P.P. Vitamin); 3.3 mg. Iron in 42 Upper Grosvenor Street, 
a readily assimilable form Grosvenor Square, London W.1. 
A Product of the ‘ Ovaltine’ Research Laboratories. M.377 
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Towards meeting 
the demands of growth 


THE HIGHER METABOLIC NEEDS of the young which accompany natural 
growth and development and which are further increased by heavy daily 
expenditure of energy, tend to dimuush reserves of physical and nervous 
vitality. 

*Ovaltine’ provides a useful supplement to help to satisfy the extra needs 
for proximate and accessory food principles. The malt, milk, cocoa, soya 
and eggs which ‘ Ovaltine’ « »ntains are blended to form a highly nutritious 
food beverage—deliciously uavoured and easily assimilated. 

It is of value in helping to maintain normal weight increase and is of un- 
doubted help to those recovering from the debilitating effects of the 
common fevers of childhood. 

For growing children ‘ Ovaltine’ is a dietary reinforcement which can be 
routinely recommended with confidence. 


Vitamin Standardization 
per oz.— Vitamin B,, 0.3 mg. ; 
Vitamin D, 350 i.u.; Niacin, 2mg. 





A. WANDER LIMIT ED, 42 UPPER GROSVENOR STREET, LONDON W.1. 
Manufactory, Farms and ‘Ovaltine’ Research Laboratories: King’s Langley, Herts. 
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Introducing ‘mig ril’ for 


migraine 





D ispels headache 


D isperses visual disturbances 


D cfeats nausea and vomiting 


A new product—‘ Migril '—provides, for the first time, a successful 3-way 
attack on migraine. 

*Migril’ contains ergotamine tartrate (2 mgm.), caffeine (100 mgm.) and 
cyclizine hydrochloride (SO mgm.) in each tablet. The inclusion of cyclizine 
hydrochloride not only eliminates the nausea and vomiting often associated 
with migraine but also enables larger and more effective doses of 
ergotamine to be administered. 


‘migril’ 


Ergotamine Compound (Compressed) 
PACKS OF 10 AND 100 


brat BURROUGHS WELLCOME & CO. (The Wellcome Foundation Ltd.) LONDON 
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NO LONG FACES 
WHEN CHILDREN 









wt 
Tancolin.... 


CHILDREN’S COUGH LINCTUS 


ingredients %WI/V 
aoe ote . gs Tangerine Flavoured provide an 
ee ous immediately acceptable and effective treatment, appealing 
Sodium Antimonyl ‘instantly to even the most unco-operative child patient. 
Tartrate et Tancolin combines a pleasant vehicle with a rational 


corbi in ‘ . P 
Giveerin ies 208 formulation—specifically for children. 

sod ine . . . 
Cure tcid "46 TANCOLIN has been designed to give a twofold anti- 


spasmodic and sedative action. The inclusion of a demulcent, 
a reflex expectorant and added Vitamin ‘C’ content are 
valuable adjuncts to this primary function. 

TANCOLIN is indicated for treatment of the distressing 
and irritating cough associated with the common cold, 
Bronchospasm Bronchitis and Inflammatory and Catarrhal 
affections of the Respiratory Tract. 

TANCOLIN is freely prescribable on E.C.10 (Cat. 3/4) and 
achieves therapeutic efficiency with economy. 


S Maw Son and Sons Limited Barnet England 
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The time honoured method of 
making a bitter drug palatable 
is to add flavouring agents to 


disguise the taste. 
But usually the patient is 


disillusioned because long after 
the pleasant flavour has disappeared 





the bitter taste persists 


Pharmaceutical 
Research 

In the Roche laboratories the 

constitution of the sulphafurazole 

molecule was modified so that 

no bitter taste was left, yet 

in contact with the digestive 

enzymes the new compound was 

converted back to sulphafurazole, 

the highly active sulphonamide. 

The modified sulphafurazole is 

now used in the production 

of ‘Gantrisin’ Syrup 


‘Gantrisin’ 


Trade Mark 
YRuUP 
Completely free from bitter after-taste 
antrisin’ Syrup co ng urozole (as Acety/su/phofurazole 
n 5c.c. is available in pockings of 100 c.c 1 500 ¢ 
MITED MA AR 


PRODUCT 


CHE 
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THE MONTH 


Tue outlook in ‘infections of the ear, nose and throat’ has been revolu- 
tionized by the advent of the sulphonamides and antibiotics. They still 
present their problems, however, and it is these which are 
The dealt with in our symposium this month. Rhinitis is one 
Symposium condition which has scarcely been affected by advances in 
therapy and still provides many a puzzling conundrum for 
the practitioner. Quinsy is no longer a common condition in general prac- 
tice, but the mere fact of its relative rarity, compared with the old days, 
makes it essential that the condition should be borne in mind. So com- 
pletely has otitis media come under control that its one-time dreaded intra- 
cranial complications are seldom encountered. When they are, however, 
their presentation may be so modified by chemotherapy that they may 
easily be overlooked until a dangerously late stage. Agranulocytic angina 
has come to the fore because of the disturbing tendency of new drugs to 
have a toxic effect on hemopoiesis. So much is this the case that a careful 
review of the patient’s previous drug history is one of the first essentials 
in every patient complaining of a sore throat. Syphilis of the mouth and 
upper respiratory tract, once occupying a high priority in the practitioner’s 
differential diagnosis, has been almost forgotten by the younger generation. 
The inclusion of an article on this subject is a salutary reminder that 
syphilis is still an important consideration in all differential diagnosis. The 
symposium ends with a review of the present status of sulphonamides and 
antibiotics in this field. Practitioners will note the major conclusion that 
the former ‘still hold their place in the forefront of present-day treatment 
of upper respiratory tract infections’. 


One of the most interesting features of general practice in recent years has 
been the increasing appreciation of the importance of stress disorders as a 
cause of morbidity. Whether there has been an actual 

Stress increase of such disorders, or whether the increase is only 
Disorders apparent and due to an increasing recognition of emotional 
in General factors in the causation of disease, is not clear. It may well 
Practice be that the expanding control over physical disease, resulting 
from the dramatic therapeutic advances of the last two 

decades, has left the general practitioner with a large residue of patients in 
whom emotional disorders predominate. The third possible explanation, 
which will appeal to the preacher and the philosopher, is that the present 
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incidence of stress disorders is the outward-sign of a mentally and spiritually 
bankrupt nation. 

Whatever the cause, however, there can be no doubt of the importance 
of these disorders to the general practitioner. In 1954 (The Practitioner, 
1954, 472, 184) we published an analysis by six general practitioners of the 
incidence of stress disorders in their practices. This indicated that about 
20 per cent. of the patients seen on any one day in an urban practice suffered 
from such a disorder; in rural practice the incidence was slightly lower: 
10 to 15 per cent. This month we publish (p. 729) a sequel to this report, 
in the form of a report of what can be done for these patients by the general 
practitioner. This shows that, broadly speaking, about 50 to 60 per cent. of 
these patients may be expected to show much improvement or recover 
altogether, under the kind of therapy which a practitioner can give himself. 
It has often been argued that the general practitioner has not the time to 
deal with these unfortunate patients, but this joint investigation shows that 
the average time spent on each patient was only 14 hours. As Dr. Arthur 
Watts, one of the joint-authors of this miniature symposium, points out in 
his recently published John Matheson Shaw Lecture delivered before the 
Royal College of Physicians of Edinburgh (‘Neuroses in general practice’. 
Edinburgh: : Royal College of Physicians, 1956. Price 3s. 6d.): ‘I don’t 
think I spend any more time on my psychiatric cases than I do on the 
maternity bookings, and both types give me great satisfaction’. This lecture, 
which should be read in conjunction with our joint-report, is an admirable 
epitome of what the family doctor can do for these patients. It emphasizes 
an important point made in our joint-report—that formal training in psycho- 
therapy is not essential for the successful management of these patients, 
provided the practitioner can pick out that small minority of psychotic 
patients for whom skilled treatment is obviously necessary. For the manage- 
ment of that large majority who fall within their therapeutic sphere three 
things are essential, aptly epitomized by Dr. Watts as ‘an interest in people, 
a listening ear, and patience’. 

As physical disease recedes before the irresistible force of modern medicine 
it is laying bare a mass of unsuspected mental, emotional and spiritual 
distress which in the years to come will constitute a challenge to the 
ingenuity, understanding and skill of the general practitioner. 


THE second annual report of Darbishire House Health Centre is a stimu- 
lating—some would say a provocative—document. Darbishire House, of 
course, which was started by Manchester University, and is 

Darbishire sponsored by the Nuffield and Rockefeller Foundations, is 

House primarily an experimental centre and was never intended to 

be a prototype of health centres in general. The staff, for 

instance, consists of four general practitioners, one assistant, one social 
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worker, two full-time and three part-time nurses, one secretary with three 
full-time and two part-time assistants, one part-time radiographer, one 
part-time laboratory technician, and one part-time physiotherapist. Al- 
though there is a growing consensus of opinion that the future of good 
general practice lies in group practice rather than health centres, there will 
probably always be a place for a certain number of health centres. More- 
over, many of the lessons to be learnt from a carefully planned centre 
such as Darbishire House, are applicable to the organizing of an efficient 
group practice. 

Staffed and equipped as it is, it is not surprising that the rate of referral 
to hospital outpatient departments ranged from 1:14 to 1:23, compared 
with the national average of 1:7, whilst the inpatient rate ranged from 
1:17 to 1:25, compared with the national rate of 1:12. On the other hand, 
the available evidence suggests that single registrations from a single 
address were practically one-third of the total, which means that the general 
practitioners were ‘family doctors’ to only two-thirds of the patients on 
their lists. An interesting point brought out in the report is how few patients 
took advantage of the appointment system available to them. In spite of 
the fact that one of the practitioners ‘wholeheartedly publicized’ the system, 
only about 30 per cent. of his patients made use of it. Part of the 
original plan for Darbishire House was that the practitioners working from 
it should be given clinical assistantships in neighbouring hospitals. This 
has not yet proved feasible, and the practitioners themselves now express 
doubt concerning the ‘usefulness of doing routine work in hospitals’, which 
is what they have been offered. It is not surprising that they are enthusiastic 
about their health centre, but there will be many practitioners who, like 
Dr. W. N. Leak (The Practitioner, 1956, 1776, 193), must wonder whether 
its very efficiency, admittedly allowing the maximum number of patients 
to be seen in the minimum space of time, does not invalidate against the 
doctor-patient relationship which is so important in good general practice. 


To the layman probably no word has more unpleasant connotations than 
‘leprosy’. It tends to imply everything that is unpleasant and repulsive. 

Much of this prejudice can be attributed to the use of the word 
Biblical in this context in the Old Testament, and it is only of recent years 
Leprosy that it has become clear that, in the words of Dr. R. G. Cochrane, 

the eminent leprologist, ‘historically, medically and exegetically 
there is no justification for applying the Old Testament conception of 
leprosy to the disease we now know by that name’. 

In an article in The Star, the journal published by the patients in the 
U.S.P.H.S. Hospital at Carville, the largest leprosy hospital in the United 
States, Cochrane points out that the Hebrew word ‘tsraath’, which was 
translated ‘leprosy’, is more correctly translated ‘defilement’. In the original 
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it was used to cover all those diseases which resulted in a prolonged separa- 
tion of the offending individual from his fellow-beings, on the grounds that 
he was unclean and a danger to others. Actually, it now appears to be 
agreed that leprosy in the sense in which we now use it was unknown among 
the Israelites at the time of their sojourn in Egypt. The probable reason 
why in the Authorised Version of the Bible ‘tsraath’ was translated as 
‘leprosy’ is that at that time in England ‘leprosy, because of its mysterious- 
ness, its mutilating power and its incurability, was symbolical of all that 
was dreadful in the life of man’. Sir William MacArthur has pointed out 
that the word ‘leper’ comes from a Greek word meaning a scale or parch- 
ment, and that the Latin word for book—liber—has the same derivation. 
It is because of this unfortunate association between Biblical leprosy and 
the disease as we now know it that many leprologists advocate that the 
disease should be known as ‘Hansen’s disease’, after the Norwegian physician 
who discovered the Mycobacterium lepre in 1871. What all are agreed about 
is that, because of the unfortunate connotations, patients with leprosy 
should never be referred to as ‘lepers’. 


Wir ‘An unusual intestinal obstruction’ we bring to a close the series of 
articles in which twenty-three senior members of the profession have 
described their most interesting case. The series has covered 

‘My Most practically every branch of medicine and surgery, and has 

Interesting demonstrated in a convincing, if somewhat unusual, manner 
Case’ _ the drama and variety of the practice of medicine. Interesting 
cases, of course, are not the monopoly of the specialists and 
consultants, and it is a sign of the interest that the series has aroused that 
so many general practitioners, both at home and abroad, have been inspired 
to send in short notes of what they considered to be their most interesting 
cases. We trust that they will continue to do so, and we hope to be able 
to publish a further selection of them in General Practitioners’ Forum. 
Perhaps the most interesting feature of the series now ending has been 
their wholly clinical outlook. The interest of the case has lain, not in labora- 
tory findings, but in the clinical problems involved in reaching a diagnosis 
by clinical acumen. When the ‘back room boys’ have been called in, as often 
as not their findings either merely confirmed the clinical diagnosis or proved 
to be at variance with the clinica! diagnosis which ultimately proved correct. 
The younger generation of clinicians will do well to note that in the difficult 
cases which lie in wait for them it will be predominantly upon their clinical 
skill that the fate of the patient will depend. 

In our January issue we shall start a new series of articles dealing with the 
equipping of the doctor’s surgery—a subject of continuing interest to the 
practitioner who wishes to ensure that his equipment, simple though it may 
be by certain Transatlantic standards, is fully adequate for the efficient 
running of his practice. 








RHINITIS 


By T. G. WILSON, M.B., F.R.C.S.I. 


Ear, Nose and Throat Surgeon, Dr. Steevens’ Hospital, National Children’s Hospital, 
and Mercer's Hospital, Dublin 


INFLAMMATION of the nasal passages may be broadly divided into acute and 
chronic rhinitis, the second of which may or may not be a sequel to the first. 


ACUTE RHINITIS 

Acute rhinitis has been defined as ‘the non-specific reaction of the mucosa 
of the upper air-passages to any infection under various predisposing con- 
ditions’ (Thomson and Negus, 1955). It is not therefore in itself a disease 
entity, but results from many causes: from chemical irritation, from syphilis 
and gonorrhea, as an allergic reaction, and in the invasion stages of the 
acute fevers. Most often, however, it occurs in the form of acute coryza, 
the common head cold which is the cause of so much disability during the 
winter months. 


ACUTE CORYZA 

The common cold is accepted as being caused primarily by infection with 
a specific virus, as yet unidentified, whilst many of its more annoying 
sequela are caused by later secondary infection with pyogenic organisms. 
It is most common in December and January, and there is a lesser peak 
period in October. The obvious reason for the increased incidence at these 
times appears to be the reduction of the air temperature in the presence of 
infection. Lessening of the relative humidity of the indoor atmosphere may 
also be an important factor. A cold atmosphere in itself is not enough, as 
is shown by the comparative absence of colds in polar explorers and also 
in patients on verandas in sanatoria—particularly perhaps among the latter, 
who are often so frail and feeble that they might be thought to be particu- 
larly open to attack. Sailors who have been on a long voyage are said to be 
very prone to infection on their return, and the enclosed and possibly 
stuffy living conditions of winter-time coming after the open-air freedom 
of summer must also have their effect. Children are particularly liable to 
colds, and in their case secondary infections may produce violent reactions; 
the aged, on the contrary, are comparatively immune. Finally, a severe cold 
with considerable nasal obstruction may be followed by freedom from 
infection for a couple of years, whilst a lesser one may be followed by 
several more before temporary immunity is achieved. 

Symptoms.—Acute coryza very often starts with a sensation of dryness 
and irritation in the nasopharynx. From the nasopharynx the infection may 
spread forward into the nasal cavities and paranasal sinuses, or downwards 
into the pharynx, trachea, or bronchi, simultaneously or successively. As the 
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invasion begins it is accompanied by headache and a feeling of malaise, 
and possibly by a rigor. The patient complains of chilly feelings in the 
back of the neck, shoulders or arms, becomes depressed and listless, and 
may have a slight rise in temperature. Soon the nose becomes more or less 
completely obstructed with a watery or mucoid discharge, and lacrimation, 
sneezing and coughing begin. The sense of smell is impaired by nasal 
obstruction, and loss of taste and catarrhal indigestion may add to the 
patient's general misery. Other symptoms are a sensation of blockage in the 
ears, with tinnitus and deafness. The voice loses its resonance and becomes 
dead and nasal in tone. The nasal obstruction increases when the patient 
goes to bed because of the increased engorgement due to gravity. In infants 
and young children the infection may spread very rapidly to the larynx, 
causing croup, which is the acute laryngitis of infancy. In these cases the 
larynx as a whole becomes hyperemic and a striking beefy-red swelling of 
the subglottic tissues is easily seen below the vocal cords. The inflammation 
is Complicated by spasm and the child's symptoms may at times be quite 
alarmung 

Pathodegy.__ These manifestations obviously result partly from the reac- 
tran to infection of the body as a whole, and partly from local reaction in the 
form of catarrhal inflammation of the mucous membranes. Catarrh is the 
local defence mechanism of inflammanon of the mucous membranes in 
reapomse to infectien im order to defend the body as 2 whole. The firs 
effect is edema of the submucous tssues, with byperzmua, leucocytosis and 
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TREATMENT OF ACUTE CORYZA 
In spite of scepticism, much can be done for sufferers from the common 
cold. Preventive treatment is important and frequently demanded by 
patients. In the present state of our ability to control virus disease it is 
probably impossible to stop the occurrence of colds completely, but much 
can be done to lessen their incidence and thereby avoid much disability 
and discomfort. The observance of ordinary hygienic rules is most im- 
portant. The diet should be balanced and adequate, with sufficient vitamin 
content and probably not too much carbohydrate intake. Clothing should 
be light and warm, and the interior atmosphere should be kept sufficiently 
humid and not more than reasonably warm. Above all, sufficient suitable 
exercise should be taken, remembering that walking is one of the best 
prescriptions for longevity. It is obvious that infection should be avoided, 
so far as possible. In the early stages patients should be isolated and, if 
possible, wear face-masks: in most circumstances this is a counsel of per- 
fection, but in hospitals and other institutions it is easy enough to follow. 
Finally, the nasal cavities and sinuses should be kept unobstructed and free 
from infection. To ensure this may involve the removal of mucosal hyper- 
trophies and polypi, resection of the septum or drainage of infected sinuses. 

Patients who complain of an increased tendency to catch colds should be 
treated along these lines, and should also have their dietary vitamins supple- 
mented, particularly A, B, C, and D. Vaccines may be used either by injec- 
tion or as a local spray, and are thought by some to be useful. For those 
who believe in their efficacy it is logical to use a stock vaccine, as it is other 
people’s organisms which must be guarded against. Ultra-violet light and 
penicillin sprays in rooms and hospital wards hzve also been used. New 
proprietary remedies against the common cold appear with the greatest of 
regularity and usually enjoy a brief spell of popularity: they are usually 
harmless and our advice is to use them as soon as they are marketed, for 
they may then appear to be of value. In most cases they will be forgotten 
within a few years. 

During the attack treatment is directed towards limiting the virus infec- 
tion, avoiding secondary bacterial invasion, and lessening the patient’s dis- 
comfort. If there is pyrexia, however slight, he is better off in bed, sitting 
up during the day to promote the drainage of secretions. A mild general 
antifebrile regime should be instituted, with a moderate diet, hot drinks, 
teetotal or otherwise, and aperients and mild sedatives as required. Dover’s 
powder (Powder of ipecacuanha and opium, B.P.) at night is an old- 
fashioned remedy which is hard to beat. If there is no rise of temperature 
the patient is as well on his feet, but in the interests of others as well as 
himself he should be confined to the house for the first day or so. Antibiotics 
and the sulphonamides should not be used either locally or parenterally 
unless the symptoms are violent, in which case complications are probably 
present. 
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invasion begins it is accompanied by headache and a feeling of malaise, 
and possibly by a rigor. The patient complains of chilly feelings in the 
back of the neck, shoulders or arms, becomes depressed and listless, and 
may have a slight rise in temperature. Soon the nose becomes more or less 
completely obstructed with a watery or mucoid discharge, and lacrimation, 
sneezing and coughing begin. The sense of smell is impaired by nasal 
obstruction, and loss of taste and catarrhal indigestion may add to the 
patient’s general misery. Other symptoms are a sensation of blockage in the 
ears, with tinnitus and deafness. The voice loses its resonance and becomes 
dead and nasal in tone. The nasal obstruction increases when the patient 
goes to bed because of the increased engorgement due to gravity. In infants 
and young children the infection may spread very rapidly to the larynx, 
causing croup, which is the acute laryngitis of infancy. In these cases the 
larynx as a whole becomes hyperemic and a striking beefy-red swelling of 
the subglottic tissues is easily seen below the vocal cords. ‘The inflammation 
is complicated by spasm and the child’s symptoms may at times be quite 
alarming. 

Pathology.—These manifestations obviously result partly from the reac- 
tion to infection of the body as a whole, and partly from local reaction in the 
form of catarrhal inflammation.of the mucous membranes. Catarrh is the 
local defence mechanism of inflammation of the mucous membranes in 
response to infection in order to defend the body as a whole. The first 
effect is edema of the submucous tissues, with hyperzmia, leucocytosis and 
abundant discharge of mucus from the goblet cells. An inflammatory 
exudate of mucin, leucocytes and dead mucous cells is poured out to form 
a mucopurulent exudate, with in some infections a superficial binding 
fibrinous layer which forms a membrane. The mucous blanket becomes 
dry and is invaded by bacteria, whilst the cilia are paralysed and destroyed 
as the epithelial cells are cast off. Fortunately the mucous membrane is 
capable of rapid regeneration if the infection is not severe enough to cause 
ulceration, which does not occur with the common cold. 

Examination.—The general examination of the patient follows obvious 
lines. The nasal mucous membrane may be seen to be deeply engorged and 
bathed in a mucoid discharge, whilst the nasopharynx and fauces are red 
and injected and may show a descending exudate. Spraying the nose with a 
weak (3 per cent.) solution of cocaine will shrink the mucous membrane and 
allow a better view of the nasal cavities to be obtained, and may, by showing 
the source of the mucoid discharge, disclose a sinus infection. Unfor- 
tunately, spraying with cocaine does not promote drainage as the initial 
shrinkage is soon followed by a reactionary swelling which may cause even 
greater nasal obstruction than was previously present. The use of a probe 
will cause cedematous pitting of the mucosa, and will help to exclude the 
presence of gross lesions causing ulceration, baring of bone or frankly 
purulent discharge. 
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TREATMENT OF ACUTE CORYZA 
In spite of scepticism, much can be done for sufferers from the common 
cold. Preventive treatment is important and frequently demanded by 
patients. In the present state of our ability to control virus disease it is 
probably impossible to stop the occurrence of colds completely, but much 
can be done to lessen their incidence and thereby avoid much disability 
and discomfort. The observance of ordinary hygienic rules is most im- 
portant. The diet should be balanced and adequate, with sufficient vitamin 
content and probably not too much carbohydrate intake. Clothing should 
be light and warm, and the interior atmosphere should be kept sufficiently 
humid and not more than reasonably warm. Above all, sufficient suitable 
exercise should be taken, remembering that walking is one of the best 
prescriptions for longevity. It is obvious that infection should be avoided, 
so far as possible. In the early stages patients should be isolated and, if 
possible, wear face-masks: in most circumstances this is a counsel of per- 
fection, but in hospitals and other institutions it is easy enough to follow. 
Finally, the nasal cavities and sinuses should be kept unobstructed and free 
from infection. To ensure this may involve the removal of mucosal hyper- 
trophies and polypi, resection of the septum or drainage of infected sinuses. 

Patients who complain of an increased tendency to catch colds should be 
treated along these lines, and should also have their dietary vitamins supple- 
mented, particularly A, B, C, and D. Vaccines may be used either by injec- 
tion or as a local spray, and are thought by some to be useful. For those 
who believe in their efficacy it is logical to use a stock vaccine, as it is other 
people’s organisms which must be guarded against. Ultra-violet light and 
penicillin sprays in rooms and hospital wards hzve also been used. New 
proprietary remedies against the common cold appear with the greatest of 
regularity and usually enjoy a brief spell of popularity: they are usually 
harmless and our advice is to use them as soon as they are marketed, for 
they may then appear to be of value. In most cases they will be forgotten 
within a few years. 

During the attack treatment is directed towards limiting the virus infec- 
tion, avoiding secondary bacterial invasion, and lessening the patient’s dis- 
comfort. If there is pyrexia, however slight, he is better off in bed, sitting 
up during the day to promote the drainage of secretions. A mild general 
antifebrile regime should be instituted, with a moderate diet, hot drinks, 
teetotal or otherwise, and aperients and mild sedatives as required. Dover’s 
powder (Powder of ipecacuanha and opium, B.P.) at night is an old- 
fashioned remedy which is hard to beat. If there is no rise of temperature 
the patient is as well on his feet, but in the interests of others as well as 
himself he should be confined to the house for the first day or so. Antibiotics 
and the sulphonamides should not be used either locally or parenterally 
unless the symptoms are violent, in which case complications are probably 
present. 
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Local treatment should not be too active. There are many agents which 
will give considerable temporary relief from the nasal obstruction, but in 
many cases their use is followed by even greater turgescence of the nasal 
mucous membrane which may tend to paranasal sinus infection. No medi- 
cation which tends to paralyse ciliary action should be used, and for this 
reason oily or watery sprays and cocaine and adrenaline sprays should be 
avoided. On the whole, steam inhalations of compound tincture of benzoin 
B.P., or of pumilio pine oil B.P.C. with or without menthol, are best in the 
early stages, whilst in the later stages ‘benzedrine’ inhalations or a spray of 
0.5 per cent. ephedrine in normal saline may be used in moderation. 


CHRONIC RITINITIS 

Chronic rhinitis or chronic catarrhal inflammation of the nose may be the 
result of a severe attack of acute rhinitis or of a succession of minor attacks 
of coryza. It may also arise in various other ways, as when it is of allergic 
or occupational origin, or caused by an unsuspected infection in one of the 
nasal sinuses; by obstruction due to nasal polypi or mucosal hypertrophies 
(themselves often the result of infection), or by deformitics such as deflection 
of the septum. At the moment, however, we are concerned only with 
simple chronic rhinitis of infective origin. This condition may be curable 
if the cause is removed before chronic hypertrophic or hyperplastic changes 
have occurred. 

Symptoms.—The most prominent symptoms are nasal obstruction and 
excessive discharge from the nose. The obstruction varies with the humidity 
of the atmosphere, being less in dry air, and with emotion and posture. 
Everybody is familiar with the way in which one nostril, usually the lower, 
becomes blocked on going to bed. The discharge is mucoid or muco- 
purulent, and often drains via the posterior nares, when it is known as 
postnasal catarrh. It is very tenacious and difficult to get rid of, even when 
the handkerchief is adequately used. Mouth-breathing adds to the patient’s 
troubles. Patients’ reactions differ greatly, some complaining bitterly of the 
discomforts associated with these conditions whilst others appear hardly to 
notice them. Lermoyez divided sufferers from chronic rhinitis into two 
categories, the indifferent and the hypochrondriac, an observation which is 
perspicacious and often justified. 


Examination.—On examination the nasal mucous membrane will be 
found to be swollen, engorged and velvety. Usually its colour is a dusky 
red, in contrast to the pallid mucosa of allergic rhinitis. A sticky, muco- 
purulent secretion may be seen surrounding or below the inferior turbinal 
and in the postnasal space: if it is seen in the middle fossa, sinus infection 
may be suspected. Cocainization with a 3 per cent. spray or with pledgets 
of gauze soaked in a similar solution will transform the picture and, with 
posterior rhinoscopy, is an essential to complete examination. The mucous 
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membrane shrinks in a dramatic manner and a much deeper view into the 
nose is obtained, making it possible to see the middle and superior fosse 
and to assess the likelihood of sinus infection. It is fashionable to deride 
the value of transillumination, but this test, whilst less sensitive and reliable 
than radiography, is simple to apply and at times affords valuable evidence 
of antrum infection. Posterior rhinoscopy may show the posterior ends of 
the inferior turbinates to be red and injected, and mulberry hypertrophies 
may be excluded. Finally, the patient’s general health and habits should 
be investigated, particularly in relation to his occupation and his consump- 
tion of alcohol and tobacco. 

Treatment.—Treatment may again be divided into general and local. In 
both, a correct approach to the individual problem, based upon a proper 
appreciation of the physiology of mucous membranes in general and of the 
nasal mucosa in particular, is required. The general treatment is similar to 
that advocated for the prevention of colds. In neurotic patients whose ten- 
dency is to overdo the local treatment, general hygienic measures should 
be advocated in preference to sprays or other forms of local medication. 

Some form of local treatment is necessary in most cases, however, and here 
the choice is limited. Douching should be avoided, or at most be employed 
very sparingly, as also should oily preparations and powders which tend 
to interfere with ciliary action. A spray of 0.5 per cent. ephedrine in normal 
saline, used for two or three weeks, has not got this disadvantage, and 
some of the longer-acting proprietary decongestants may also be used with 
caution. Autogenous and stock vaccines have their advocates: we have 
found them useful only to gain time to observe the effect of less obvious 
treatment. Surgery is definitely indicated for infected tonsils and adenoids. 
Obstructive deformities of the septum must be corrected, and submucous 
resection of the bony inferior turbinate is a very useful procedure when 
this body is hypertrophied, particularly when it lies in the concave side of a 
deflected septum which is also operated upon. Infected sinuses must also 
be dealt with. 


CHRONIC HYPERTROPHIC RHINITIS 

Chronic catarrhal rhinitis often leads to chronic hypertrophic or chronic 
hyperplastic rhinitis, a condition which if left untreated persists indefinitely. 
The distinction between chronic hypertrophic and chronic hyperplastic 
rhinitis is that in the former there is hypertrophy of the individual cells 
but no increase in their number, whilst in the latter the number of cells is 
increased. In practice both conditions usually occur together. 

Symptoms.—The symptoms of chronic hypertrophic rhinitis are similar 
to, but more severe than, those of simple chronic rhinitis. The nasal dis- 
charge is greater and more purulent; nasal obstruction is more marked, and 
the sense of smell may be lost, with some loss of the sense of taste. The 
infective process may spread to the pharynx or bronchi, and the general 
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health may be noticeably affected. 

Examination.—When the nose is examined the mucous membrane, par- 
ticularly perhaps that of the inferior turbinate body, may be redder and 
more granular or papilliferous than normal. On posterior rhinoscopy the 
posterior ends of the inferior turbinates may sometimes show the typical 
mulberry hypertrophy. The nasal cavities are blocked not only by the 
swelling of the mucous membrane but also by a stringy mucopurulent dis- 
charge which is difficult to get rid of by blowing the nose. Cocainization 
does not shrink the mucous membrane as completely as in cases of simple 
chronic rhinitis, and the diagnosis is confirmed by excluding the presence 
of gross ulceration and frankly purulent or fetid discharge, conditions 
which might indicate sinus infection, atrophic rhinitis, ozena or various 
other diseases. 

Treatment.—The conservative treatment of chronic atrophic rhinitis is 
similar to that of chronic catarrhal rhinitis. Usually, however, local treat- 
ment must be supplemented by various minor operations designed to free 
the nasal airway. These operations may be undertaken without misgiving 
when the mucous membrane is grossly hypertrophied or polypoid, for in 
such cases the redundant tissue is not physiologically effective. Septal 
deflections, polypoid growths of the inferior turbinates, mulberry enlarge- 
ments of the posterior ends of the inferior turbinates and swollen anterior 
ends of the middle turbinates may require removal. Submucous resection 
of the inferior turbinates is a useful procedure. When used with discretion 
the galvanocautery is effective and harmless. 


NASAL POLYPI 

If we are to believe Morell Mackenzie (1884) nasal polypi were exceedingly 
common in his time. He states that one in twenty outpatients in his clinic 
suffered from nasal polypi, and he quotes Zuckerkandl as finding them in 
one out of every eight or nine patients coming to necropsy. Polypi now 
seem to occur much less frequently. Mackenzie defined nasal polypi as 
‘new formations, nearly always of myxomatous structure’. It is now generally 
agreed that they are not neoplastic but of chronic inflammatory origin, and 
that they may ‘vary in structure from a simple edema of the mucosa up 
to what may be regarded as an edematous hyperplasia’ (Thomson and 
Negus, 1955). Allergic rhinitis plays a large part in their causation, particu- 
larly when combined with infection. They practically always spring from 
the lateral wall of the nose; in the great majority of cases from the 
ethmoid. 

The symptoms are those of increasing nasal obstruction which in time 
may become complete. The polypi are accompanied by a thin watery dis- 
charge, which in the presence of sinus infection becomes thick and 
purulent. Various complications may occur, such as postnasal catarrh, 
epiphora, pharyngitis, headache and general malaise, together with the 
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various effects of mouth breathing. Asthma and bronchitis may also be an 
accompaniment. 

Examination.—The nasal cavity on one or, more usually, both sides will 
be seen to be occupied by a soft, grey, semi-translucent gelatinous mass 
which at first sight appears to be single. After cocainization and the removal 
of secretions by suction this mass will become more distinct and mobile 
and behind it many more polypi will be found, so many that the nose may 
appear to be closely packed with them. Further examination will show that 
their origin is in the ethmoid region under cover of the middle turbinal. 
In severe cases the foremost polypus may be visible at the nostril, in which 
case the presenting part may lose its grape-like appearance and acquire a 
white and macerated or reddish appearance. It should be noted that although 
polypi are themselves soft, collectively they exert considerable pressure 
which may in time lead to considerable widening of the nose. The antra 
and other accessory nasal sinuses should be carefully examined and often 
will be found to be grossly infected. 

Treatment.—When the polypi are few in number and not associated with 
sinus infection they may be removed under local anzsthesia with the snare 
or with Luc’s forceps. Large polypi are usually attached by a long pedicle, 
whilst the smaller ones are often more sessile. The antra should later be 
irrigated and treatment instituted if necessary. For more serious cases asso- 
ciated with pansinusitis a wide range of operations is available, the diseased 
sinuses being attacked by the intranasal, canine fossa, sublabial or external 
route as indicated in the particular case. 

In spite of radical surgery many of these cases recur within a few years, 
and further removal then becomes necessary. Radiation has in the past been 
used to prevent recurrence, but has not become universally popular because 
of the risk of excessive scarring and crust-formation. Recently, however, 
Millington (1956) has reported favourable results in 106 of 140 recurrent 
cases treated after thorough clearance of all visible polypi. His further 
results will be followed with interest. 
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QUINSY 


By NEVILLE YOUNG, M.B., F.R.C.S.Eb. 


Surgeon, Ear, Nose and Throat Department, Royal Infirmary, Manchester ; 
Lecturer in Otology, University of Manchester 


A QUINsY is a peritonsillar abscess—a collection of pus immediately outside 
the boundaries of the tonsil mass. It is always a complication of tonsillitis 
—but a relatively rare one—and, strangely enough, in view of the proximity 
of important structures, further serious complications are unusual, whilst 
fatalities are almost unknown. This was so even in pre-sulphonamide days, 
Trousseau recording the observation a century ago. 


FUNCTION AND STRUCTURE OF THE TONSIL 
Consideration of the function and structure of the tonsil and its surround- 
ings throws light on the conditions, 

The tonsil is situated in a nest of muscles in the side-wall of the pharynx. 
In practice it is at once a kind of zoo, laboratory and military academy— 
accommodating a variety of organisms incarcerated in its crypts, elaborating 
the toxins secreted by these, and thereby exercising leucocytes and other pro- 
tective tissues to the production of representative antibodies for the benefit 
of the blood stream in general. It is the duty of a tonsil to be inflamed. 

Structurally it can be recognized early in feetal life, as a development of 
the second branchial cleft, the primary invagination of epithelium becoming 
subdivided into a dozen or more pits or fissures (which become the crypts 
in maturity) with a profusion of white cells simultaneously deposited in the 
connective tissues around them. Antero-superiorly the second branchial 
arch, and postero-inferiorly and laterally the third branchial arch, provide 
the muscular surroundings—later to be differentiated into the palato- 
glossus, forming the anterior pillar of the fauces, the palato-pharyngeus, 
the posterior pillar of the fauces, and the tonsillo-pharyngeus, merging into 
the superior constrictor of the pharynx, the base or floor of the ‘nest’ 
(fig. 1). 

Often the tonsil does not fully occupy the space below where the pillars 
of the fauces meet superiorly, and this is then called the supratonsillar 
fossa. Potentially it is a large crypt. The mucous membrane in the area, 
thrown into a hood covering it, is named the plica semilunaris; a corre- 
sponding fold at the lower end of the tonsil-fossa, where fauces meet tongue, 
is known as the plica triangularis. The tonsil lies in loose areolar tissue, which 
is condensed in its immediate vicinity to constitute a functioning capsule. 
When fully formed, the crypts branch from the oral surface, are lined by only 
delicate epithelium, and extend the whole depth of the tonsil. 

There is nothing very remarkable about the arterial blood supply; but 
the veins drain directly into a plexus which lies just outside the muscular 
wall, in close proximity to the carotid sheath, and contiguous with others 
December 1956. Vol. 177 (674) 
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leading to the cavernous sinus above and the internal jugular vein below. 


MECHANISM 
Although it is the natural habit of the tonsil to nurture species of organisms, 
at times such virulent ones are deposited on its surface that the superficial 
defences are overwhelmed, the invaders occupy the crypts, and areas of 
epithelium are destroyed. This causes clogging of the outlets by debris, 


PALATO-PHARYNGEUS 





Fic. 1—Diagram showing the tonsil in relation to its surrounding structures 


pus and granulations, so that small abscesses form in the interstices of the 
tonsil. Each act of swallowing or coughing contracts the muscular sheath 
of the tonsil and tends to squeeze pus out through the mouths of the crypts, 
but if there is sufficient obstruction this cannot occur, and in the course of 
time one of two things happens—either the abscess becomes encapsulated 
and the crypts closed off by scar tissue, or the abscess extends more deeply 
along the branches. In the first instance, a state of chronic tonsillitis is 
established ; in the second a quinsy may accrue—by pus eroding the capsule 
and coming to lie between it and the muscular coat. 

In the latter event the fluid, under growing tension, then presses in a 
line of least resistance: (1) forwards, lateral to the palato-glossus and medial 
to the palato-pharyngeus; (2) upwards, reaching the supratonsillar fossa 
behind the plica semilunaris and medial to the palato-glossus, or (3) as a 
complication it may perforate the muscular barrier laterally to reach the 
pharyngo-maxillary space (wherein lies the carotid sheath) and form a 
parapharyngeal abscess. 


DIFFERENTIAL DIAGNOSIS 
In the differential diagnosis of quinsy such conditions as neoplasm, Vin- 
cent’s angina, diphtheria, foreign body, gumma, tubercle, agranulocytosis, 
mononucleosis, leukaemia, tetanus and alveolar abscess must again be ex- 
cluded, though as a rule the chronology of the illness, and (usually) the 
confinement of trouble to one side of the throat, render this easy. Then 
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the problem of ‘why is this case hanging fire?’ must be faced. Is it really 
one simply of tonsillitis or peritonsillitis with resistant organisms? Are the 
natural defences of the patient attenuated for any reason? Is there some 
systemic complication? Is there some local complication? 

Any systemic affection would be the result of contamination of the 
general blood stream either by toxins or by organisms; and arthritis, 
neuritis, bacterial endocarditis and embolic abscesses would have to be 
considered. 

Locally, infection would spread either via the lymphatics, perhaps 
causing suppurative adenitis; or by means of a thrombophlebitis, which 
almost inevitably would involve the veins of the pharyngo-maxillary space, 
possibly generating a parapharyngeal abscess and maybe extending upwards 
to the cavernous sinus, or downwards along the internal jugular vein. In a 
remarkably sick patient, not improving, parapharyngeal abscess must be 
borne in mind particularly since it is most dangerous and requires extra- 
ordinary surgical treatment with approach from outside the neck. 

Otitis media is a strikingly rare complication. 


MEDICAL TREATMENT 

Medical treatment is similar to that for primary tonsillitis and should be 
continued until the necessity for surgery becomes obvious. Rest—of the 
patient, by confinement to bed in a well-ventilated room of even tempera- 
ture, with freedom from worries and tiresome visitors; and of the parts, by 
‘splinting’ the neck, in a comfortable decongestive position—is an essential 
part of treatment. The patient should be nursed sitting up, so that swallow- 
ing, breathing and coughing are easier, with pillows each side of the head, 
and a very large dressing of wool, possibly covering something warm, 
bandaged loosely around the neck. Hot alkaline mouthwashes will help to 
dissolve the thick glairy saliva, so painful to dispel. Toxemia should be 
combated by eliminatory measures, constipation being common, and by 
dilution through large quantities of bland drinks. Sulphonamides or anti- 
biotics will have been utilized since early in the illness, the particular ones 
being chosen as a result of swab-cultures with sensitivity tests. If progress 
is less than satisfactory after ten days’ adequate therapy, the exact diagnosis 
must be revised, and surgery considered. 


SURGICAL TREATMENT 
When the surgeon has made up his mind that the illness is due to a peri- 
tonsillar abscess which is not subsiding or likely to burst spontaneously, 
he must be prepared to drain the pus by one means or another. 

Visualize the patient: He has been ill and toxic for a week or so. During 
the past few days at least he has been in constant pain, humiliated by 
inability to open his mouth or speak properly because of trismus, dribbling 
saliva and food down his cheek, and of disreputable appearance, with foul 
breath and dirty teeth. He will welcome dramatic relief at almost any cost, 
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but is by now intolerant, lacking in resolution and physically weak. 

Examination.—Skill, patience and proper equipment are required for 
accurate examination of the throat at this stage, but on this to a large extent 
will depend the type of operation to be chosen: stab-incision, in the lateral 
palatal triangle; opening of the supratonsillar fossa by curved sinus-forceps; 
or tonsillectomy 4 chaud. 

A head-mirror with a strong light over the patient’s left shoulder, affords 
the best illumination, the patient being propped bolt upright. For a spatula, 
the smooth flat handle of a dessertspoon is very suitable, since the oral 
aperture is small, and the tongue swollen. A suction-apparatus is very useful 
to clear pus and saliva from the tonsil region so that the parts can be 
examined with precision. If pus can be seen to be pointing in the triangle, 
anxiety is greatly allayed, for incision into that swelling is relatively easy 
and likely to afford immediate relief. But if the tumescence be more diffuse 
and higher, then the decision may be to widen the supratonsillar fossa and 
allow the pus to escape that way. Immediate tonsillectomy is a method 
practised on the Continent more often than in this country. It is logical, 
reasonable, and radical; but certainly carries a mortality higher than that 
of untreated peritonsillar abscess, and is beset by technical difficulties and 
dangers. 

Anasthesia.— Problems of anzsthesia are great, and some surgeons believe 
them insurmountable if proper standards of safety are to be maintained. They 
aver, however, that a patient is so grateful for the relief gained from the 
initial stab that he condones the momentary pain occasioned, even without 
any numbing agent. 

The chief difficulties of general anaesthesia derive from the swelling and 
inflexibility of the airway, and the amount of pus and blood that will ooze 
into it when the incision is made. Although trismus is relieved to some 
extent by full unconsciousness, breathing is endangered during induction 
to this stage, and intubation may be impracticable at any time. In a severe 
case, general anesthesia is unjustifiable. 

Effective local analgesia is also elusive in safe practice. Needle injections 
are liable to devitalize tissues, and to break down barriers of resistance to 
infection. It may be significant that many cases of parapharyngeal abscess 
have followed on quinsies in the treatment of which such methods have 
been adopted. Surface preparation by cocaine paint or lozenges is not of 
great value, and there is some risk of the larynx being desensitized in the 
process, with consequent liability to inhalation of blood and pus into the 


lungs. 





METHOD 
Taking everything into consideration, my own practice in these cases is as 
follows. If feasible, conservatism is practised until pus is visibly pointing. 
Direct incision into the lateral palatal triangle is the operation favoured 
almost invariably, the abscess usually forming in this place. 








678 THE PRACTITIONER 


Preparation of the patient.—Forty-five minutes beforehand, morphine, 
} grain (16 mg.), is given. All preparations are made outside the room or 
ward, and no effort is spared to endow the patient with confidence—by a 
show of nothing other than quiet efficiency, by staff already known to him. 
For analgesia I use pure carbolic acid, and believe it to be helpful. 

The patient is sat up comfortably on a bed-rest, with a steady light over 
his left shoulder, a basin into which he can spit in his lap, and a cup of 
iced water nearby. Convenient to the right hand of the surgeon is a tray 
containing (1) a small gallipot with a few drops of pure carbolic acid in it, 
(2) three sterile wooden applicators with flecks of cotton-wool firmly wound 
on both ends, (3) a thin spatula, or dessertspoon, (4) a knife with sharp 
point but short blade (e.g. Bard-Parker No. 16), (5) long sinus-forceps. 

When all is ready, the patient is asked to swallow and then open his 
mouth as best he can. Saliva is sucked or swabbed from the side of the 
base of the tongue. One end of an applicator is immediately dipped in the 
carbolic acid and applied for a few seconds to the mucosa of the soft palate 
where the incision is to be made. The tissues are blanched, and a little 
acid may trickle downwards—to be promptly swabbed away by the dry end 
of the applicator. The whole procedure is then repeated. After some 
moments, during which the patient can close his mouth, take a breath or 
two, and swallow, the incision is made. The scalpel is stabbed firmly 
through the blanched spot to a depth of 1 cm., making a short vertical 
wound. There should be a gush of pus through the opening, together with 
a little blood, and the patient, already feeling relief, sits forward, spits it 
out, and rinses the mouth. It may or may not then be desirable to widen 
the incision by means of the sinus-forceps. It usually seems a good thing 
to do, and is not resented by the patient—who is delighted by the pus, the 
fouler the better! 

With any luck the play is over. The audience pray God to save the King; 
the scene-shifters pack up to go home; the principal removes his grease- 
paint and adjusts his emotions; and his admirers bring him flowers, con- 
gratulate him on his performance, and urge him to sup. 


PREVENTION OF RECURRENCE 
Only after a decent interval does the question of prophylaxis arise. But 
eventually it must. For a tonsil so damaged cannot but be vulnerable to 
further quinsies, and its complete removal is the only safeguard against 
these. In some cases the original infection may have been secondary to 
sepsis of the teeth, and in such radical dental treatment must be undertaken 
as a measure preliminary to tonsillectomy. 
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and Grimsby Hospital 


THE past decade has seen a remarkable change in the incidence and severity 
of the complications of infection of the middle ear. It may be said that 
many of the intracranial complications, which are by far the most serious of 
all, are almost extinct in their original form. They still occur, but less often 
and in a much less easily recognizable form; in fact, unless great care 
is taken in the examination they are easily overlooked. Acute mastoiditis 
still develops, but the swollen edematous mastoid process seldom appears 
in the operating theatre; if it does, usually all that is required is a short 
incision to drain the subperiosteal pus. 

From the middle ear infection may spread meially to the labyrinth, 
upwards towards the middle cranial fossa producing extradural or brain 
abscess, downwards to produce thrombosis of the jugular bulb, or pos- 
teriorly in the direction of the mastoid and posterior cranial fossa causing 
sinus thrombosis, meningitis or cerebellar abscess. The diagnosis, prognosis 
and, in some cases, the treatment of these complications of otitis media 
are discussed under the headings of the various symptoms with which 
they are associated. 


VERTIGO 
It is rare for definite vertigo to occur apart from aural symptoms. In well 
over go per cent. of cases vertigo will be found to be aural in origin and 
in § per cent. of these an infection will be found in the middle ear. 

Acute otitis media is not often complicated by labyrinthitis; when it is, 
the condition is usually well controlled by the antibiotics. This is not so 
often the case in chronic suppurative otitis media in which the infection 
is usually a mixed one. The infection spreads by erosion of the bony 
labyrinth and the final invasion may be preceded for some time by slight 
dizziness which is accentuated by pressure on the ear, the so-called fistula 
sign. This warning sign calls for early operative treatment if the labyrinth, 
and sometimes life, are to te saved. Once the labyrinth is involved all the 
features of acute labyrinthine failure, such as severe prostrating vertigo and 
gastro-intestinal upset, together with fever, are presented and are likely to 
continue for some days with the prospect of the infection spreading to the 
meninges. 

Vertigo associated with long-standing otitis media is more common than 
is often realized. In one type the patient complains of attacks of vertigo 
closely resembling those of Méniére’s disease, which are probably related 
to a mild serous labyrinthitis. It is not possible to elicit a fistula sign and 
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no erosion of the labyrinthine capsule is found at operation. The attacks 
are usually controlled by adequate conservative treatment and the patient 
has no further trouble until the infection recurs. 

A little-known form of vertigo, benign paroxysmal positional vertigo of 
Dix and Hallpike (1952), also occurs as a result of a middle-ear infection in a 
small number of cases, although often no cause can be found for the con- 
dition. The vertigo is induced only with the head in a certain position, 
usually when it is placed backwards and to one side. Often the paroxysm 
lasts only a few seconds and does not reappear for at least half an hour 
even when the position is repeated. The condition is benign and does not 
usually indicate a spread of infection to the labyrinth. It disappears soon 
after the infection settles. 

The other aural causes of vertigo are considerably more common than 
dizziness associated with middle-ear infection, and it must be remem- 
bered that the vertigo is not necessarily a complication of the infective 
process. 


DEAFNESS 

Permanent deafness does not often result from an isolated attack of acute 
middle-ear infection, although if a perforation of the drumhead should 
remain the hearing cannot, of course, be quite up to standard. In most 
cases only after repeated attacks, or if low-grade infection continues after 
the acute stage has passed, does deafness become established. If the hearing 
has not returned to normal after an acute attack of middle-ear infection 
and the drumhead is intact or the perforation is healed, careful examination 
may reveal the presence of fluid in the middle ear. Frequently this appears 
to result from the use of antibiotics which help to overcome the infection 
without perforation of the tympanic membrane, leaving the cells of the 
lining mucosa actively secreting. The fluid cannot pass down the swollen 
Eustachian tube nor through a perforation which normally would have 
helped to drain the middle ear. Dispersal of the fluid by inflation of the 
Eustachian tube or removal by puncture of the drum and the application 
of suction to the meatus is important as absorption of the fluid may take 
many weeks, leaving some degree of permanent hearing loss. 

The use of the operating microscope in plastic surgery of the sound- 
conducting apparatus has drawn attention to the various forms of scar-like 
process which occur in the middle ear as a result of inflammation. They 
are most impressive when, in a completely dry middle-ear cavity, com- 
paratively large areas have undergone this change. In marked cases the 
ossicles are covered completely by thick sclerotic masses. Deafness resulting 
from this type of lesion of the middle ear may now be treated by the newly 
developing tympanoplastic procedures (Daggett, 1956). 

Chronic suppurative otitis media is usually complicated by deafness 
owing to the duration of the infection and the greater damage to the sound- 








COMPLICATIONS OF OTITIS MEDIA 681 


conducting mechanism. Carefully executed conservative surgery of the 
attic and middle ear, with closure of perforations and removal of cholesteato- 
matous material, has much improved the prognosis from the point of view 
of hearing. 


PAIN 

In inflammation of the mastoid process pain is felt behind the ear or along 
the zygoma if these anteriorly placed cells be infected, and is generally 
increased by pressure over the painful area. Pain ard swelling over the 
mastoid process may be due to acute mastoiditis, to a boil in the meatus 
or, in children, to an inflamed post-auricular gland, usually secondary to 
pediculosis capitis or skin infection of the scalp. A slowly occurring ‘silent’ 
mastoiditis presenting with swelling only has become more frequent since 
the introduction of antibiotics. Referred pain of non-aural origin is nearly 
always intermittent, neuralgic and lancinating and provoked by pharyngeal 
movements. Pain seldom occurs in chronic mastoiditis unless the infection 
flares up to become acute. 

Earache is not a feature of chronic suppurative otitis media and often it 
is associated only with the onset of complications. These may, of course, 
be no more serious than an infection of the external auditory meatus, but 
may also be the result of more serious complications such as intracranial 
spread of the infection. If pain occurs during the course of a chronic infec- 
tion of the middle ear a careful examination should at once be made to 
ascertain its site of origin. 

Infection of the cells of the apex of the petrous bone produces severe, 
deep, boring neuralgic pain towards the front of the head on the same side 
and most often around the eye, becoming continuous. Intense headache 
associated with irritability and restlessness is the most important symptom 
of spread of the infection to the meninges. 

Extradural abscess is an insidious condition with few symptoms, but 
should be suspected if headache is present together with the symptoms of 
mastoiditis. Headache with rigors in an anxious patient at once suggests 
sinus thrombosis, but if antibiotics have been given these typical symp- 
toms are often absent and the patient appears ill and toxic with a low-grade 
temperature which may be difficult to explain. Local headache, with 
vomiting associated with a slow pulse, subnormal temperature and slow 
cerebration, indicates the presence of an abscess of the brain. In this case 
the headache may become very severe and later generalized. 


CRANIAL NERVE PALSY 
Diplopia due to paralysis of the external rectus muscle supplied by the sixth 
nerve suggests involvement of the apex of the petrous bones. 
Facial nerve palsy of upper neurone type is occasionally seen as a result 
of an abscess of the temporal lobe on the opposite side. More often the 
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palsy results from the invasion of the Fallopian aqueduct by cholesteatoma 
or as the result of necrosis of the canal following infection. In a patient 
with acute otitis media a developing facial palsy should be watched and 
operation be advised only if the palsy is increasing in spite of good drainage 
through the tympanic membrane. If the palsy begins at a late stage in the 
acute infection (during or after the third week) then operation is usually 
advisable as soon as possible. In the chronically infected ear, facial palsy 
often indicates a widespread and serious infection of the mastoid process, 
and operation should therefore not be delayed. If a fistula into the facial 
canal is noted, it is better to decompress the nerve, although even after 
early operation the prognosis of the palsy is not good, for in more than 
half of the cases recovery fails to occur or is incomplete. 


OTORRHGA 
In the normal course of an acute suppurative otitis media the discharge is 
at first mucopurulent and later, as it decreases in quantity, it tends to 
become mucoid, but if the discharge increases in quantity and becomes 
more and more purulent (reservoir sign) it is likely that a cavity larger than 
the middle ear is involved and at least a mastoiditis should be suspected. 


TINNITUS 

Tinnitus often occurs in otitis media and is almost always associated with 
some degree of deafness, but it is of serious significance only when asso- 
ciated with pain and synchronous with the pulse, indicating an acute 
exacerbation of a chronic suppurative otitis media. Sudden changes in the 
character of the tinnitus should suggest the possibility of an extension of 
the chronic otitis and the patient should be carefully examined with this 
in mind. 


PYREXIA 

Lateral sinus thrombosis is almost the only complication of otitis media in 
which the rise in temperature is a notable feature. Before the introduction 
of antibiotics, rigors and high pyrexia were a predominant manifestation 
of the condition, but rigors are no longer so characteristic and the clinical 
picture of sigmoid-sinus thrombosis has been materially altered (see p. 683). 
Progressive extension of the thrombus into other venous channels such as 
the jugular vein, the superior sagittal sinus or even the cavernous sinus 
may be seen, with their own clinical findings. 


NYSTAGMUS 
Spontaneous nystagmus occurring during the course of an infection of the 
middle ear should always be regarded as a serious sign. In an acute infection 
treatment with a suitable antibiotic will usually be all that is required, but 
in most cases of this type associated with a chronic suppurative otitis 
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media exploration of the mastoid is indicated. Many of these cases are the 
result of cholesteatomatous erosion of the labyrinthine capsule and in the 
absence of treatment infection may spread rapidly to the meninges or 
cerebellum. More commonly, nystagmus is present only on increasing the 
pressure within the external auditory meatus, the so-called ‘fistula’ sign. 
This is an indication that erosion of the lateral semicircular canal has taken 
place. Often it is an indication for surgery, although on certain occasions 
the patient may be kept under careful observation and the chronic infection 
of the middle ear and attic be treated locally and, at times, parenterally 
with antibiotics. 

Positional nystagmus has already been described under the heading of 
vertigo. 


DISCUSSION 
From the foregoing descriptions it will be seen that the complications of 
ear infections are by no means so well defined clinically as in the past. 

Acute mastoiditis with pain, tenderness and post-auricular swelling is 
seldom seen, and the full conservative (Schwartze) mastoidectomy is rarely 
called for, its place being taken by simple opening of the subperiosteal 
abscess or Wilde’s incision. 

Chronic otitis media is usually associated with infection of the attic, 
antrum and such mastoid cells as are present. The infection is mixed and 
the response to antibiotics much less satisfactory. The number of patients 
with chronic infections appears to have changed little as yet, although 
adequate treatment of acute infections may eventually lessen the numbers 
of cases developing chronic ear infections. 

Labyrinthitis in its less severe forms is still often seen. Patients with 
chronic ear infections complain of attacks of vertigo with nystagmus in 
many ways identical with attacks of Méniére’s disease but which respond 
to treatment of the infection. A closely related condition is benign paroxys- 
mal positional vertigo associated with an ear infection. Here vertigo occurs 
only with the head in one position, passing off rapidly and returning only 
after an interval. Acute labyrinthitis of severe type is now rare in acute 
middle-ear infection and is seldom seen as a complication of the chronic 
infection, when it is an indication for surgery under antibiotic cover. In 
some patients erosion of the labyrinthine bony capsule by the chronic 
inflammatory process results in a fistula into the labyrinth which is asso- 
ciated with vertigo on changing the pressure in the external auditory 
meatus. Surgery is usually indicated in this case, but nowadays it is not 
necessary to drain the labyrinth at operation. 

Thrombosis of the sigmoid sinus follows a course determined by the fate 
of the thrombus within the sinus: absorption and recanalization, disinte- 
gration and pyemia; or retrograde extension of the clot farther into the 
intracranial channels. These possibilities, toa greater or lesser degree, occur 
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simultaneously although the complete syndrome of rigors, headache and 
vomiting with evidence of a severe degree of sepsis is now seldom seen. 
Whilst antibiotics have controlled the spread of infection, evidence of 
extension to other venous sinuses has become more prominent. Signs of 
spread of the thrombus to the jugular vein, the superior sagittal sinus, the 
cortical veins, the petrosal and cavernous sinuses have become evident. 
When the diagnosis is confirmed mastoidectomy and exposure of the sinus 
are still necessary (Reading and Schurr, 1956). 

Meningitis occurs less often as a complication of otitis media. In the 
typically irritable patient with intense and increasing headache, together 
with neck rigidity and other signs, diagnosis is usually easy, but the onset of 
otitic meningitis is at times so influenced by antibiotics that the onset is 
not the normal abrupt and stormy illness but is slow and insidious. Adequate 
concentrations of penicillin cannot be maintained within the cranial cavity 
by intermittent systemic administration in reasonable dosage. Concentrated 
solutions of penicillin have an irritant effect on the nerve tissues although 
less so in its purer states. Intrathecal injections of crystalline penicillin, each 
containing 10,000 units in 5 ml. of normal saline, may be repeated twice daily. 

Brain abscess also is seen less often but the diagnosis is not always straight- 
forward. The patient usually complains of localized headache and the 
cerebrospinal fluid cells are in most cases increased, but the headache may 
be slight and intermittent and the cerebrospinal fluid findings normal. 
If there is doubt it may be advisable to explore the brain through a small 
trephine opening; aspiration alone is often better and easier than opening 
or removing an abscess. Surgical removal of the causal chronic focus is as 
essential today as before the advent of antibiotics but it may be postponed 
until some time after the intracranial complication has been dealt with. In 
cases of acute otitis media leading to labyrinthitis and meningitis within 
the first hours or days, antibiotic therapy may be all that is required. 

Otitic hydrocephalus is an uncommon condition probably caused by 
obstruction to the flow of venous blood from the cranial cavity. Signs of 
increased intracranial tension become more marked over a period of weeks 
and the pressure of the cerebrospinal fluid may reach 500 mm. of water. 
The symptoms may be improved by repeated lumbar puncture, but decom- 
pression is advisable if the vision is affected. 

An unusual complication of chronic ear infection, but one seen in farming 
communities, is tetanus. 
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VINCENT’S ANGINA 
AND AGRANULOCYTIC ANGINA 


By D. RANGER, M.B., F.R.C.S. 
Assistant Surgeon, Ear, Nose and Throat Department, Middlesex Hospital 


‘Tue advent of so many new powerful drugs that are capable of producing 
agranulocytosis has given enhanced importance to the recognition of, and 
differentiation between, Vincent’s angina and agranulocytic angina. 


VINCENT’S ANGINA 
This ulcero-membranous condition of the mouth and throat is usually 
encountered as a limited local lesion with few, if any, constitutional symp- 
toms, but in a severe form it can occur over a widespread area of the mouth 
and pharynx and be associated with considerable systemic disturbance. 
This latter group provided the cases of ‘trench mouth’ of the 1914-18 War. 

The term Vincent’s angina is generally regarded as applying only to this 
condition occurring as a primary infection but it is important to realize 
that the same organisms may provide a secondary infection complicating 
any other lesion in the mouth or throat. 

Bacteriology.—Organisms are usually plentiful in smears from the lesions 
and are of two varieties—fusiform bacilli and spirochxtes. The bacilli, 
Fusiformis fusiformis, are thin bacilli, 5 to 12 microns in length, tapering a 
little at the ends which often stain more deeply than the central portion. They 
are weakly gram-positive but stain well with methylene blue or fuchsin. 
The spirochates, Treponema vincenti, are 5 to 10 microns in length with three 
to eight open, irregular curves. They are gram-negative and stain poorly 
but uniformly. Both organisms can be cultivated but only anaerobically 
and, as they are so plentiful and characteristic in direct smears from the 
lesions, culture plays no part in the bacteriological diagnosis. 

These organisms can be found in small numbers in a proportion of 
healthy mouths but in a Vincent’s ulcer they are present in profusion. 

Etiology and fathology.—It seems that the lesions are caused by the two 
organisms growing in symbiosis but the exact relationship of the two has 
not been determined. Histologically the lesions are characterized by loss of 
the epithelium and the formation of a fibrinous membrane containing many 
polymorphonuclear cells. At the periphery there is a zone of leucocytic 
demarcation. The tissues are deeply invaded by fusiform bacilli and spiro- 
chzetes and in the region of ulceration the organisms form compact masses. 

Spread of the disease.—Vincent’s angina can occur in people who are 
otherwise healthy but any general debilitating illness encourages its develop- 
ment and predisposes to a severe form of the disease. Most cases occur 
singly and in them, presumably, organisms, harboured perhaps in carious 
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teeth or tonsillar crypts, become established and multiply. There is, how- 
ever, evidence that the disease can be conveyed by direct contact, and out- 
breaks sometimes occur in: institutions. It is only mildly infectious and the 
incubation period is probably about one week. 


CLINICAL FEATURES OF VINCENT’S ANGINA 

Often the disease is localized to one tonsil or to one alveolus and the only 
symptoms may be a slight local discomfort with pain on swallowing or 
chewing and possibly a swollen, tender gland in the neck. In some patients, 
however, especially if the disease is more widespread, there will be some 
malaise and anorexia and a mild pyrexia of 100° to 102° F. (37.5° to 39° C.). 
There is usually a marked and characteristic halitosis, even in mild cases. 

The condition most commonly affects the gums and often arises in asso- 
ciation with a carious tooth, especially a molar tooth. The margin of the 
gum is retracted around the tooth whilst the gum as a whole appears swollen 
and red and bleeds easily. On the tonsil the condition most commonly 
affects the upper pole and consists of one or more ulcers covered with a 
dirty, yellowish exudate. Attempts to remove the membrane produce bleed- 
ing and there is obvious underlying ulceration. The opposite tonsil may 
become affected if the condition is not treated. The submandibular lymph 
nodes are usually enlarged and tender and the submental nodes may also 
be affected in lesions far forward on the lower alveolus. A blood count 
usually shows slight leucopenia with some increase of the non-granular cells. 

In very severe cases in debilitated subjects the ulceration may involve 
most of the mouth and pharynx whilst on rare occasions it spreads down- 
wards to affect the larynx and even more rarely the bronchi. 


DIFFERENTIAL DIAGNOSIS OF VINCENT’S ANGINA 
The final diagnosis of Vincent’s angina will depend upon laboratory investi- 
gations and these are elaborated later. Disorders which may cause difficulty 
in diagnosis include: diphtheria, acute tonsillitis, syphilis, glandular fever, 
agranulocytosis, acute leukamia, carcinoma and tuberculosis. 

In diphtheria there is usually no ulceration and the membrane appears 
to be deposited on the surface of the epithelium, whercas in Vincent’s 
angina it replaces the epithelium which has been ulcerated. In diphtheria 
there is halitosis but it is different from that of a Vincent's infection and is 
not so offensive. Both conditions tend to affect the tonsillar area but in 
Vincent’s angina the gums are also affected in a number of patients. This 
is exceptional in diphtheria. In addition the constitutional disturbances in 
diphtheria are much more marked and cervical adenitis is more pronounced. 

Acute tonsillitis seldom causes any confusion for it gives rise to much 
greater systemic disturbances and pyrexia whilst locally there is usually no 
ulceration and no true membrane formation. In addition it is nearly always 
a bilateral condition whereas Vincent's angina is commonly unilateral. 


Syphilis may affect the throat in any of its stages, and primary, secondary 
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and tertiary lesions could be confused with Vincent’s angina. In a chancre 
there is much greater swelling of the area and there is often no membrane 
formation. Also there is no involvement of the gums and no halitosis. 
Lesions of secondary syphilis tend to be symmetrical and to involve the 
soft palate and uvula more commonly than the tonsils. The membrane of 
the mucous patches is more translucent than a Vincent membrane and is 
surrounded by a more markedly inflamed areola. Also there are usually other 
manifestations of the disease at this stage, such as enlarged suboccipital 
and epitrochlear lymph nodes and a positive Wassermann reaction. Gummas 
affect especially the palate and posterior and lateral walls of the pharynx and 
less commonly the tonsils. There is considerable swelling and infiltration 
before any ulceration occurs and then rapid destruction follows with exten- 
sive loss of tissue. In the palate a perforation soon develops. 

In the anginose type of glandular fever there may be considerable pain 
in the throat (monocytic angina). The tonsils are often enlarged and there 
may be some exudate but no definite membrane formation. The condition 
is usually bilateral and there are nearly always palpable glands in both 
anterior and posterior triangles of the neck even if they are not very large. 
There may be severe constitutional disturbances. 

Agranulocytosis is considered in greater detail later but the patients are 
usually gravely ill and the blood count is diagnostic. In acute leukemia 
there is often some bleeding from the mouth or throat and purpuric spots 
in the mucosa. There may well be enlargement of the spleen, liver and 
lymphatic glands and the blood picture is usually characteristic. 

Carcinoma of the tonsil may be infected with Vincent’s organisms but 
the diagnosis is usually obvious from the long history and the local swelling. 
If any doubt exists a biopsy should be taken. Tuberculous ulcers are rare 
in this region but are very painful, have a longer history and are nearly 
always associated with open pulmonary tuberculosis. 


DIAGNOSIS OF VINCENT’S ANGINA 

In many cases the diagnosis appears obvious but it must always be remem- 
bered that, although Vincent’s angina is usually a relatively minor disorder, 
the conditions with which it may be confused are much more serious and 
need to be diagnosed as early as possible. In addition, Vincent’s organisms 
may secondarily infect any other lesion in the mouth or throat and in diag- 
nosis it is necessary not only to confirm the presence of the particular 
infection but also to exciude any underlying cause. 

Leukamia or agranulocytosis can usually be detected by a blood count 
and this does not require a prolonged laboratory examination. In most 
cases therefore the examination of a smear from the lesion and a blood 
count would, in a short space of time, confirm or exclude the presence of 
the diagnostic organisms and would exclude or reveal any underlying blood 
disorder. In cases with any systemic disturbance these should always be 
routine diagnostic procedures and they are desirable investigations in all 





688 THE PRACTITIONER 


cases. The response to treatment will confirm the diagnosis and if the lesions 
fail to heal rapidly and completely some underlying condition must be 
strongly suspected. 


TREATMENT OF VINCENT’S ANGINA 

Although Vincent’s angina responds quickly to several antibiotics locally 
or systemically it is seldom necessary to resort to these except in severe 
cases with widespread infection. The lesions respond rapidly if they are 
painted a few times with an arsenical preparation. This does not induce sen- 
sitivity reactions and does not give rise to other forms of stomatitis which 
often follow the use of antibiotics locally. The paint recommended is: 

Neoarsphenamine 5 per cent. 

Glycerin 50 per cent. 

Distilled water to 100 per cent. 
The patient can usually treat the lesions himself with a brush or with wool 
on a stick dipped in the paint but it is essential to check that the lesions 
heal within a few days. 

If the infection is severe with extensive ulceration and constitutional 
disturbances then systemic penicillin should be given in addition. After the 
acute stage of the disease has been controlled any unhealthy teeth should 
be dealt with as they undoubtedly harbour the organisms in some cases. 


AGRANULOCYTIC ANGINA 
Fortunately this condition is very much rarer than Vincent’s angina. It is 
characterized by a profound leucopenia associated with severe malaise and 
prostration and with necrotic lesions of the mouth and pharynx and possibly 
of other surfaces as well. 

Bacteriology.—There is nothing specific in the bacteriology of this con- 
dition. Swabs from the lesions usually grow many types of mixed bacteria 
and, as has already been stressed, in some cases Vincent’s organisms 
predominate. 

Etiology and pathology.—The essential feature of this disease is a gross 
diminution or absence of myeloid cells and granulocytes in the bone marrow 
and blood stream. Most cases result from sensitization to a drug or other 
chemical substance and this usually takes some time to develop; it may 
occur suddenly after many weeks or months of treatment. Although many 
substances have been incriminated in occasional instances, most cases have 
been due to one of the following drugs: amidopyrine, dinitrophenol, sul- 
phonamides, gold compounds, organic arsenical preparations, thiouracil or 
its derivatives, phenylbutazone, trimethadione, chloramphenicol or erythro- 
mycin. In some cases no drug appears to be involved and in most of these 
there is some evidence that the process has been produced by an overwhelm- 
ing infection. This group forms the ‘idiopathic’ type of agranulocytosis. 

For some reason the disease affects women more commonly than men, 
in the ratio of about 3 : 1. Adults are affected more commonly than children 
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but this is probably only because they are more often exposed to the drugs 
which are liable to produce this condition. 


CLINICAL FEATURES OF AGRANULOCYTIC ANGINA 

The onset is usually acute and there are nearly always severe constitutional 
disturbances with a pyrexia of 102° to 104° F. (39° to 40° C.) in addition 
to a sore throat and some pain on swallowing. The lesions in the mouth 
and throat may affect any part of the mucous membrane and are usually 
characterized by considerable necrosis and the absence of any inflammatory 
reaction around the ulcerated areas. Perforation of the palate sometimes 
occurs and is an indication of the extent of the necrotic process. At the other 
extreme some cases occur.without any ulceration and there is only a granular 
appearance of the mucosa. 

All mucous membranes and even skin are likely to be affected in the same 
way and similar lesions may occur in the intestines, rectum and vagina and 
even the conjunctival sac. Sometimes the regional lymph nodes are enlarged 
and the spleen may be palpable. There is usually some albuminuria and 
there may be slight jaundice. In some cases meningeal symptoms have 
occurred. Pneumonitis and bacteriamia often occur and it is not uncommon 
for patients to have considerable bone pain. A blood count shows that the 
white cells are nearly all lymphocytes and the polymorphs often number 
less than 100 per c.mm. 


DIAGNOSIS OF AGRANULOCYTIC ANGINA 
Conditions likely to be confused with agranulocytic angina have already 
been discussed (p. 686) together with some points of differential diagnosis. 

Swabs showing a preponderance of Vincent’s organisms may be responsible 
for the underlying cause being missed unless a blood count is done at the 
same time and, as has been stressed, a blood count is an essential comple- 
mentary investigation to the examination of a smear from the lesion in the 
diagnosis of ulcerative conditions of the mouth and throat. 

Cases of agranulocytosis have been admitted to fever hospitals with a 
diagnosis of diphtheria and, although there are differences in the appearance 
of the throat lesions, the essential and most striking diagnostic feature is 
the change in the blood count. In diphtheria there is usually a polymor- 
phonuclear leucocytosis and this is in sharp contrast to the profound 
leucopenia in agranulocytosis. 


PROPHYLAXIS AND TREATMENT OF AGRANULOCYTIC ANGINA 
Prophylaxis.—Although the incidence of agranulocytosis is very small 
among the many patients receiving any of the drugs mentioned in the para- 
graph on etiology (p. 688), it is obviously desirable to avoid using these 
drugs if there are suitable alternatives, and the use of amidopyrine cannot 
be justified. Sometimes amidopyrine is included in tablets containing bar- 
biturates and its presence may be overlooked. If any of the drugs in question 
have to be used there are no known tests which will identify the small 
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percentage of patients who might develop this complication. The rapidity 
of the onset of the disease after perhaps a long period of uneventful therapy 
makes routine leucocyte counts almost useless. To be of any value in the 
early detection of cases it would be essential to do counts at least every day 
and this is obviously impossible. Patients under treatment with any of 
these drugs should, however, be warned to report immediately at the onset 
of any sore throat or fever. 

Treatment.—It is essential to start treatment at the earliest possible 
moment. Antibiotics must be given at once and any drug which might be 
responsible for the condition should be discontinued immediately. If there 
is any doubt about which drug is responsible all drugs must be stopped. 

Swabs should be taken from the lesions for culture and sensitivity reac- 
tions but the starting of antibiotics cannot wait until the results are known. 
In the first instance the patient should be given penicillin and streptomycin 
in large doses as this combination will be active against nearly all the 
organisms likely to be encountered. Crystalline penicillin should be given 
by injection, in doses of 500,000 units six-hourly, together with strepto- 
mycin, 1 g. twice daily. After five days this dosage may be reduced provided 
the patient’s progress is satisfactory. When the reports on the cultures and 
sensitivities are available, different antibiotics may be indicated but it is 
essential to continue some antibiotic until all the lesions have healed and 
the bone marrow has recovered. 

The special cases of agranulocytosis due to gold salts and arsenical 
preparations are helped by dimercaprol (BAL), 100 mg. six-hourly for the 
first-day followed by 100 mg. twice daily for three days and then 100 mg. 
daily for the next three days, administered by intramuscular injection of a 
5 per cent. solution in oil. Larger doses can be given but the drug should 
be used cautiously if there is jaundice or other evidence of liver damage. 

Provided antibiotics are given and any responsible drug is stopped 
immediately, most cases improve fairly quickly, but in those cases which 
continue to deteriorate in spite of these measures corticosteroid therapy 
may well prove lifesaving. Corticotrophin and cortisone have both been 
used with success in this condition and from the cases so far reported it is 
difficult to say whether one is more efficacious than the other. 

Many cases of agranulocytosis require intravenous fluids because of the 
difficulty in swallowing, and some require a transfusion. Pentnucleotide and 
other similar preparations do not appear to be of any real value in this con- 
dition in spite of the claims made for them at one time. 


PROGNOSIS IN AGRANULOCYTIC ANGINA 
The discovery of penicillin and the other antibiotics has completely altered 
the prognosis in this condition and it is probable that with immediate and 
energetic treatment over 98 per cent. of cases now recover. Provided the 
drug is stopped immediately, the prognosis is probably better in the drug- 
sensitivity group than in the idiopathic group. 
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SYPHILITIC lesions of the mouth or pharynx may appear during any of the 
three well-known phases of this infection, and the ready accessibility of 
lesions in this area permits detailed inspection. Clinical examination of the 
pharynx requires a good light and the cooperation of the patient. Gentle- 
ness on the part of the examiner will inspire confidence and facilitate more 
complete examinaton. A laryngeal mirror will readily reveal pharyngeal 
lesions out of sight behind the tongue. 


THE PRIMARY LESION 
The primary lesion of syphilis may appear anywhere in the mouth but 
especially on the lips which provide the most common site of the extra- 
genital syphilitic chancre. After the lips, the tonsillar area is the commonest 
site. The lesion is apt to present when least expected. 

A case in point is that of a girl, who recently attended the Ear, Nose and Throat 
Department, complaining of a sore on her lower lip which she thought was due 
to a common cold. She sought advice because it was unsightly and would not heal. 
The sore was small, painless and slightly raised. Scrapings showed Treponema 
pallidum and inquiry was therefore made for sources of infection. A man she knew 
was found to have a similar primary lesion on his lower lip. 

The primary lesion or syphilitic chancre appears first as a dull-red macule 
at the site of inoculation, which soon becomes a papule and then breaks 
down to form an erosion or, occasionally, an ulcer. In the typical case there 
are certain well-marked clinical characteristics, but there are many atypical 
cases and a syphilitic chancre may resemble many other lesions. On the 
other hand, nonsyphilitic lesions sometimes look remarkably like syphilis. 
For this reason the diagnosis is never made on clinical grounds alone but 
always with confirmation by finding the causative organism or, less satis- 
factorily, by positive blood serological tests. The sore is usually painless 
and commonly single. The border is sharply defined and rounded in out- 
line. Erosion of the surface is the rule, rather than ulceration. The floor 
is clean, showing dull-red granulation tissue and sometimes a scab, due to 
coagulated exudate, or a thin pellicle of slough. The exudate is serous rather 
than purulent and seldom bloodstained. The base is indurated. The inflam- 
matory process is indolent and tends to run a slow course lasting, perhaps, 
three to cight weeks. The regional lymphatic glands which, in the case of 
the lip, are of the submandibular group, are commonly enlarged, painless 
and discrete with rubbery induration and no redness of the overlying skin. 
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On healing, a thin atrophic scar remains but it may be practically invisible. 
The incubation period is commonly from two to four weeks with limits of 
ten to ninety days. 

Differential diagnosis—The most important condition to be considered 
in differential diagnosis is an epithelioma. This, also, is painless in its early 











Primary syphilitic lesion Early primary carcinoma 
Single lesion | Single lesion 
Painless Painless 





Firm, circular or rounded in outline | Firm, raised, irregular epithelium 
with epithelium raised at first but 


soon becoming eroded 





Development of ulceration in centre, which 
may be fissured, or very deep, with 
raised, irregular, progressively invading 
edges 


Indolent in character with little or no 
evidence of progression after erosion 
has occurred 





Indurated base | If secondarily infected, indurated base and 
| outer zone 





Painless, sometimes fixed, often hard, swell- 
ing of cervical lymphatic glands in later 
stages 


Usually early painless rubbery swelling 
of cervical lymphatic glands 





Any age | Usually past middle age, but can occur in 
young people 





Not connected with dental caries | Dental caries common 





Not connected with heavy smoking Often heavy smokers 





T. pallidum present | T. pallidum absent 





Serological tests for syphilis positive or Serological tests for syphilis negative unless 
become so | the patient is also syphilitic. Late syphilis 
| is often a predisposing cause 











TABLE 1.—Points of comparison between a primary syphilitic lesion and a primary 
carcinoma of the mouth or pharynx. 


stages. Any painless, raised, irregular area of epithelium, whether showing 
erosion or not, should arouse suspicion of this condition. Carcinoma is com- 
moner after middle age although it can occur in the mouth of the very 
young. The possibility of syphilitic, tuberculous or other chronic inflam- 
matory cause should be excluded, and, because of the danger of cutting 
into the dividing line between healthy protective living cells and dangerous 
invading malignant cells, biopsy should be delayed until appropriate treat- 
ment is at hand. Microscopic examination of the cellular structure of the 
lesion will identify carcinoma. As a rule, carcinomas in the mouth and 
pharynx only become painful when ulceration and secondary infection 
supervene. Spread to cervical lymphatic glands is comparatively late and 
the glands of secondary carcinoma are considerably harder than those of 
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syphilis. The points of comparison between primary syphilis and primary 
carcinoma of the mouth or pharynx are summarized in table I. 


SECONDARY SYPHILITIC LESIONS 

The characteristic secondary syphilitic lesions in mouth and throat are 
mucous patches which may be found on lips, gums, tongue, buccal mucosa, 
hard or soft palate, uvula, tonsils and fauces or posterior pharyngeal wall. 
They are slightly elevated, round or oval areas, with greyish-white mem- 
brane on the floor, surrounded by a narrow zone of dull-red hyperemia. 
On removal of the membrane a dull-red, clean, eroded area is left. The 
lesions give rise to little pain or discomfort. In diameter they vary from a 
few millimetres to a centimetre or more. Mucous patches on the tongue 
commonly destroy the filiform papilla and appear as dull-pink, circular, 
bald patches. On the tonsil the patches may cause deep ulceration. They 
are commonly associated with diffuse dull redness of the fauces and larynx. 
The voice is almost always slightly hoarse and the pharynx inclined to be 
dry with streaks of viscid, yellowish-white mucus adherent to the mucosa 
in places. The patient may have a dry metallic cough and the throat may 
have a granular appearance when the patches have become raised as the 
result of hyperplasia with some subsequent sloughing. The tendency is for 
both sides of the mouth and pharynx to be affected fairly symmetrically. 
When the erosions become confluent in the throat they may present as 
areas with serpiginous borders and smooth, shining floor, sometimes known 
as ‘snail-track ulcers’. The time of appearance varies but mucous patches 
are often seen as soon as six to eight weeks after the appearance of the 
primary lesion and may sometimes precede the first eruption on the skin. 
They are commonly associated with other signs of secondary syphilis and 
with a variable degree of constitutional disturbance. Serological tests for 
syphilis are strongly positive. 


LOCALIZED TERTIARY SYPHILITIC LESIONS 

Tertiary syphilitic lesions (gummas) in the mouth may be localized or 
diffuse. The localized lesions may be single or multiple. They appear first 
as painless, rounded, circumscribed swellings arising in the submucous 
tissue, at first without discoloration of the overlying mucosa. Subsequently 
the overlying mucosa is involved, showing dull-red discoloration, and this 
breaks down to form a sinus and then an ulcer with rounded, clean-cut 
edges. If the lesions are confluent the edges of the ulcer will be polycyclic. 
The ulcer is deeply destructive with vertical walls and clean granular floor. 
Necrotic tissue often remains adherent to the floor and lateral walls in the 
form of a tough, yellowish-white mass called the ‘wash-leather slough’. 
The surrounding mucosa shows dull-red discoloration. The regional 
lymphatic glands are not involved unless as the result of secondary 
infection. 

Gummatous ulcers are most common in the soft palate and tonsillar area 
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but may occur anywhere in the mouth and throat. When they involve the 
palate they are likely to open on both surfaces and then cause perforation. 
For so chronic an inflammation, the submucous gumma is apt to develop 
rapidly and ulceration may occur in from three to six weeks from the 
beginning of the process. 

Microscopically the gumma, in its early stages, can be seen to lie deep 
to the basal layer of the epithelium. There is intensive infiltration of the 
stroma by small round lymphocytic cells and plasma cells, with some giant 
cells and epitheloid cells and considerable fibroblastic proliferation. The 
small blood vessels show endarteritis obliterans cutting off the blood supply 
of the periphery of the lesion with the result that the centre of the lesion 
and its overlying mucosa become necrotic and break down to form a deep, 
punched-out ulcer. 

When extensive gummatous ulceration of the throat is not treated in the 
early stage, there may be serious sequela, such as:— 

(a) Destruction of tissue, vital to the proper function of the pharynx and 
mouth, namely, swallowing, respiration, mastication and speech. 

(b) Resultant scar tissue, with stenosis and limitation of movement which 
is final and permanent. 

For instance, a gumma of the palate may break down and destroy the 
roof of the mouth, or cause such severe destruction of the soft palate that 
almost complete stenosis of the nasopharyngeal airway may follow. This is 
a disastrous condition, leading to loss of the nasal airway, with pooling and 
infection of secretions in the posterior nasal passages, secondary sinusitis, 
otitis media and deafness. 

Patients often show remarkable tolerance of these major disabilities, an 
outlook which is due in part to the chronicity of the condition and conse- 
quent gradual onset and slow increase in severity of their symptoms. 

For example, a quiet, hard-working woman of middle age attended the Ear, 
Nose and Throat Department complaining of considerable difficulty in swallowing 
and inability to ‘get her breath’ when eating. She had such severe stenosis of the 
pharynx that between the back of her tongue and the posterior pharyngeal wall 
there remained only a single small rounded opening, not more than 6 mm. in 
diameter, through which all air interchange with her larynx and lungs and all food 
ingestion had to take place. 

Another patient, who was also a pleasant, uncomplaining type of woman, had so 
much final scarring from multiple gummas that she could hardly open her mouth. 
The limitation of movement was caused by destruction of the medial pterygoid 
muscles and coronoid processes of the mandible, with resultant scar tissue. 

The treatment of these deformities is difficult. Dental prostheses help 
greatly by closing over-large perforations in the palate. Mere cutting and 
enlarging of fibrous strictures nearly always make matters worse, due to 
the formation of more fibrous tissue and more stenosis; but considerable 
success has been achieved with skin grafting in cases of severe stenosis of 


the nasopharynx and pharynx. 
Severe bony destruction of the bony and cartilaginous nasal septum is 
relatively common and is likely to leave a large persisting perforation. The 
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lesion may start in the septum or may extend from the palate. Such patients 
suffer much discomfort from nasal obstruction and infection. Particles of 
dust and muco-pus tend to collect in the nasal passages and there is often 
persistent scabbing around the perforation. Small perforations of the nasal 
septum are seldom syphilitic in origin. 

Differential diagnosis.—In this stage of syphilis, as in the primary stage, 
the most important differential diagnosis is from carcinoma. Both are rela- 
tively painless lesions, but whereas the gumma causes loss and destruction 
of normal tissue the carcinoma replaces normal tissue with raised, irregular 
epithelium. The edges of the gummatous ulcer tend to be clean-cut, as if 
punched out, whereas the edges of the carcinoma are likely to be irregu- 
larly raised. Serological tests for syphilis are very helpful in diagnosis but 
it must be remembered that carcinomas may arise in scarring from old 
gummas. The incidence of carcinomas of the mouth and throat is certainly 
considerably higher in patients with old gummatous lesions in these areas, 
and late syphilis of the mouth and throat should be regarded as a pre- 
carcinomatous condition. 

Involvement of the larynx in tertiary syphilis may result in gross destruc- 
tion of tissue and subsequent stenosis if the condition is not recognized and 
treated carly. Again the diagnosis between gumma and carcinoma may be 
difficult. In such cases serological tests for syphilis should be done and the 
lung fields should be x-rayed to exclude chronic tuberculosis before any 
attempt at biopsy. The fact that carcinomatous change can supervene at 
the site of old gummatous inflammation, and even of chronic tuberculous 
infection, should be remembered. 

Paralysis of the larynx sometimes occurs with aneurysm of the aorta. 
A unilateral paralysis of one cord is present, indicating some lesion of the 
left recurrent laryngeal nerve, which winds under the aorta in its course 
to the larynx. Speech often remains remarkably good, although the voice 
tends to tire. This is because the intact cord comes across the middle line in 
compensation for the paralysed cord. The powers of compensation of the 
pharynx and larynx are remarkably efficient. Pooling of mucus may be 
present round the larynx at the opening of the esophagus. This is a sign 
of upper asophageal obstruction. It is due in part to intrathoracic 
obstruction due to the aneurysm, but also to partial paralysis of the left 
half of the upper sphincter of the esophagus, which is also supplied by 
the left recurrent laryngeal nerve. The pool of mucus sometimes overflows 
into the partially paralysed larynx, causing discomfort and an irritating 
cough. 


DIFFUSE TERTIARY SYPHILITIC LESIONS 
Diffuse gummatous lesions usually affect the tongue. Less commonly the 
lips or other areas of the buccal mucosa are similarly affected. In the stage 
of active infection the tongue is the seat of diffuse interstitial gummatous 
infiltration following the distribution of the vascular supply, and producing 
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gross changes in the small arterioles. The condition is painless and the 
patient is seldom aware of it. In retrospect, he may recall that for a time 
the tongue appeared swollen and large for the mouth, but that in due course 
it returned to normal, or less than normal, size. The typical changes in the 
tongue result from healing, and are slow and insidious in their onset. The 
condition may be painless, and changes in the surface of the tongue may 
be noticed accidentally by the patient or on medical examination. In other 
cases, the condition presents with pain or discomfort in the tongue which 
is particularly sensitive to acids, spices and heat. On examination, the 
tongue may show deep irregular fissuring resulting from the contraction of 
strands or sheets of fibrous tissue which remain after healing of the inter- 
stitial inflammation. There may also be irregular patches of leukoplakia, 
particularly towards the margins of the tongue and on the mucosal surfaces 
of the cheeks near the mouth angless Leukoplakia results from chronic 
irritation, and in these cases seems to be due to normal friction against the 
teeth of a tongue deficient in recuperative power through diminished blood 
supply. At the margins of the tongue patches of leukoplakia may separate, 
carrying with them the lingual papilla and leaving glazed smooth areas of 
permanently damaged mucous membrane. This appearance is commonly 
called ‘chronic superficial glossitis’, a description which is time-honoured 
but misleading in that it suggests that the causative inflammation is on the 
surface whereas in fact it is deep-seated. 


In a well-marked case, the tongue will show all these changes, but in 
other cases fissuring, leukoplakia or ‘glazing’ may be absent. The residual 
changes of syphilitic glossitis strongly predispose to the later development 
of carcinoma, and this predisposition remains in spite of antisyphilitic 
treatment. Such patients should remain under close observation and imme- 
diate steps should be taken to exclude carcinomatous change in case any 
evidence of local induration or hypertrophy appears in after years. 


CONGENITAL SYPHILITIC LESIONS 

In the early stages of congenital syphilis mucous patches may be present 
in the mouth and throat and they are in all respects similar to those seen 
in the secondary stage of the acquired disease. The nasal fossa is also fre- 
quently involved giving rise to the well-known syndrome of ‘syphilitic 
snuffles’ characterized by nasal discharge which may be bloodstained, nasal 
obstruction which may interfere with feeding and, sometimes, by the 
appearance of syphilitic papules on the nares. Otitis media may follow from 
the spread of infection in the nasopharynx, causing deafness in later life. 
The discharge is full of 7. pallida and highly infectious. 


The rashes of congenital syphilis are apt to be particularly profuse around 
the mouth and nose, becoming confluent and giving rise to the formation 
of fissures radiating from the mouth angles, as the result of movements of 
the mouth. Secondary infection may occur with the formation on healing 











SYPHILIS OF THE MOUTH 697 


of radiating linear scars, which persist through life as the well-known stig- 
mata of congenital syphilis called ‘rhagades’. 

As the result of severe infection of the muco-periosteum of the nasal 
fossa the underlying bones may be involved and their growth retarded and 
stunted. In consequence the maxilla may be underdeveloped and this may 
give rise to abnormally high arching of the hard palate—so-called ‘gothic 
palate’. Arrest of growth of the nasal processes of the maxilla may cause 
deformities of the nose, including the classical ‘saddle nose’. 

Among the most important stigmata of congenital syphilis are those 
which affect the permanent teeth. The tooth buds of the permanent incisors 
and the front molars are in the early stage of development during the first 
weeks of life. At this point an active syphilitic process may interfere with 
the nutrition of the teeth and characteristic changes follow. At the time of 
eruption the upper central incisors and, less frequently, the other incisors, 
are found to be smaller than normal and, if the maxilla is normally de- 
veloped, are likely to be widely spaced. The most characteristic feature is 
that they are peg-shaped, or wider at the base than at the cutting edge 
(Hutchinson’s teeth). In addition the lateral margins of the teeth are com- 
monly rounded and the teeth are thickened antero-posteriorly. Sometimes 
these teeth show an imperfection of the enamel of the cutting edge, and, 
due to erosion of the exposed dentine, a semilunar notch may develop. It 
should be emphasized that there are many Hutchinsonian incisors which 
show no notch and there are many causes of notching other than syphilis. 
In the first molars, lesions are considerably less common and differently 
constituted. The first lower molars are most commonly affected (Moon’s 
molars). The tooth is small but its base is relatively normal. The cusps are 
hypoplastic and poorly enamelled. The biting surface is dome-shaped with 
small projections caused by the ill-developed cusps. It is these projections 
which give the tooth its alternative name, the ‘mulberry molar’. These 
molars, unlike Hutchinsonian incisors, are prone to early decay and so are 
rarely seen in later life. 


CONCLUSION 

It is characteristic of most lesions of syphilis in the mouth and throat that 
they are inconspicuous and give the patient little trouble at the stage of 
active infection. In many cases advice is not sought, and even when it is, 
the true significance of the findings may be missed. Old scarring and 
deformity of which the patient is unaware, or which has caused little 
trouble, should always give rise to the suspicion of past active syphilitic 
infection. A correct interpretation of the significance of such changes may 
provide the correct diagnosis of some obscure condition, and treatment 
may prevent damage or fatal illness in the future, from late lesions of 
syphilis or from carcinomatous change which is so prone to supervene in 
the mouth and throat. 
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Since the availability of the antibiotics, their ever-increasing new looks, 
and the satisfactory results obtained from their use, the sulphonamides, 
although still often prescribed in practice, have been rather overshadowed 
and have tended to recede into the background. There is almost a demand 
by the general public for penicillin and they feel that if they are given the 
sulphonamides they are being fobbed off with some rather inferior and 
cheaper article. For this we have to blame the many glowing and dazzling 
accounts about penicillin that have appeared from time to time in the lay 
press and more especially in ‘Digests’. 


SULPHONAMIDES 

In general the present-day sulphonamides have almost as great, if not such 
quick and spectacular, therapeutic value as the antibiotics, provided they 
are given early in the infection and in adequate dosage. One is apt to forget 
that advances have also been made in the effectiveness of the sulphonamides, 
and safety in their usage, during this period. These advances have been 
attained by a marked increase in their solubility and also rates of solubility 
in different preparations, so that in suitable combinations, such as sulpha- 
diazine, sulphamerazine and sulphadimidine, they give a more prolonged 
and higher level in the blood serum and tissue fluid and therefore a more 
sustained action on the microorganisms and larger viruses. 

Following the discovery of these more soluble sulphonamides and 
especially the recent ones, sulphafurazole (‘gantrisin’) and sulphasomidine 
(‘elkosin’), the previous grave risk—of the drug forming crystals in the 
renal tubules, and its sequela—has been greatly diminished and the danger 
of possible disturbance of the blood and blood-ferming tissues has receded 
even more. In practice, side-effects such as skin rashes or conjunctivitis occur 
nfrequently and sulphonamides given by mouth are stated to cause fewer 
complications than when administered parenterally. It should be borne in 
mind that after prolonged use of the sulphonamidcs a sulphonamide- 
resistant organism may be created. 

To be really effective, sulphonamides should be given right at the onsct 
of the infection, if possible before the furmation of pus: that is, during the 
December 1956. Vol. 177 (698) 


-OL) TL nr pDWPwDWDaAnr Trt TT MATE DP 











SULPHONAMIDES AND ANTIBIOTICS 699 


initial stage of invasion and early reaction of the tissues. Should the prac- 
titioner not be called in until the infective processes are very evident and 
well established, he would do better to rely more upon the antibiotics or 
on a combination of both. During the imitial stages it is best to give sul- 
phonamides orally, parenteral administration being reserved for the gravely 
ill case. The dose recommended is four tablets of 0,5 g. to start with, then 
two tablets every four hours for five doses, followed by one tablet four- 
hourly for four days, thus making the course last for five days in all. When 
dealing with an acute exacerbation of a chronic infection it is probably 
better to combine sulphonamides with antibiotics, giving the former by 
mouth and the latter by the parenteral route. This is done because most 
chronic conditions are due to a mixed infection and the combination of 
both drugs has a much wider range of action. 


INDICATIONS FOR SYSTEMIC USE OF SULPHONAMIDES 
Acute otitis media.—In a primary acute infection we are dealing in the 
majority of cases with a single microorganism, and one drug should be 
capable of dealing with it. The prompt use of the sulphonamides in early 
cases of acute otitis media is advocated and in this type of infection, particu- 
larly, a favourable outcome depends upon no time being lost in putting the 
patient under treatment. This should give early resolution of the infection 
without any defects in hearing. The appearance of the drumhead at this 
early stage is that of a diffuse flush, with bulging not yet apparent, and a 
fair appreciation of hearing, but with slight tinnitus, experienced as a mild 
‘fizzing’ noise. 

One of the possible sequela of late and inadequate dosage is known as 
‘masking’. This is apt to occur more especially in infections of the middle- 
ear spaces. The microorganisms are weakened but not liquidated and in 
consequence the infection progresses at a slow rate until an acute or ful- 
minating exacerbation takes place. The drumhead never really clears up 
and gives a rather boggy or oily appearance. If discharge is present it is 
seldom profuse but just sufficient to keep the ear moist and the perforation 
patent and is rarely frankly purulent. In some cases the discharge formed 
is not enough to keep the perforation draining so that it closes but the 
infection still progresses behind the now intact drumhead, causing even 
more difficulty and hazards in diagnosis. The hearing, too, is deficient and 
this provides a useful guide that all is not yet clear. When the mastoid air 
cells have been infected these processes may continue at a slow rate so that 
pain in the ear or tenderness over the mastoid process is seldom present. 
It is only when there is a burst through of the products of infection either 
externally (subperiosteal, or Bezold’s, abscess) or internally (intracranial 
complication) that one is made acutely aware of the true nature of the con- 
dition, of the advanced stage of the infection, and the dire plight of the 


patient. 
The comparatively few cases of acute mastoiditis which are still admitted 
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to hospital for operation have nearly all been treated with sulphonamides 
and, presumably, with inadequate or late dosage. 

In erysipeloid conditions, in which the infection has spread to the skin 
adjacent to the ear from a suppuration of either the external meatus or 
middle ear, sulphonamides have been used with great success. 

Every available means of treatment is mobilized in meningitis secondary 
to middle-ear infection and the sulphonamides have proved very valuable, 
especially when given parenterally. Sulphadiazine is said to have a higher 
concentration in the cerebrospinal fluid than the other sulphonamides. 

In acute tonsillitis the sulphonamides have a definite place and appear to 
be in general routine use in practice, having been found by many observers 
to be much more reliable than oral penicillin. To judge by the great diminu- 
tion in the number of cases being sent to hospital with peritonsillar abscess 
or some other local extension of the infection, sulphonamides have a 
definite place in the prevention of these complications. Vincent’s infection 
of the throat does not respond to sulphonamides. 


INDICATIONS FOR LOCAL ADMINISTRATION 
OF SULPHONAMIDES 

The sulphonamides have some action when applied locally. They have 
given good results in otitis externa (that bugbear of practice) and are applied 
to the external meatus on a wick of ribbon gauze soaked in a 25 per cent. 
emulsion. We have most experience with sulphathiazole used in this way, 
although other sulphonamides may be used with equally good results. For 
chronic suppurative otitis media it has been used in powder form as an 
insufflation but when so used it must be applied as a thin coating after first 
cleaning out the ear; if a generous supply is blown in, it defeats its own 
purpose and forms a hard cake with the discharge, thus acting as a cork to 
the outward passage of the discharge, and also provokes irritation of the 
external meatus and a definite liability to otitis externa. On occasion a mix- 
ture of sulphonamide and penicillin or oxytetracycline can be substituted 
for the pure sulphonamide powder. 

Sulphathiazole suspension is useful in the local treatment of acute coryza 
and sinus infections, and may be combined with a weak ephedrine solution. 
When used as drops it is quite useless for the patient to tilt up his head 
and then flood the nose with the medicament for it simply flows down the 
floor of the nose and into the pharynx without doing any good whatever. 
The correct procedure is for the patient to lie down and extend the head 
fully and then instil the medicament, for by this means the fluid floods the 
nose and remains in contact with the mucous membrane and the exits of 
the various sinuses, and there exerts its effect. The head should remain in 
this position for four or five minutes and the manceuvre be repeated three 
or four times a day. On the other hand, the sulphonamides may be ad- 
ministered probably just as efficiently in spray form. A preparation such 
as 20 per cent. sulphacetamide sodium B.P. gives satisfactory results, and 
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when used in the very early stages of an acute coryza may well cut short 
the course of this noisesome infection. In this type of case the pharynx 
should be thoroughly sprayed also. Sulphacetamide ointment is extremely 
useful to check and clear up staphylococcal infections of the nasal vestibule. 
It should be applied after first softening up the affected area by bathing it 
with a sponge or lint soaked in hot water. 


ANTIBIOTICS 

Antibiotics are now becoming so numerous that it is largely a matter of 
making one’s choice with due regard to the type of infection; no doubt the 
choice may be influenced by the manufacturers who shout the praises of 
their particular product most loudly. It is quite impossible to discuss the 
whole range of antibiotics in this article and remarks must be confined to a 
brief description of the better-known and well-tried preparations. It is 
doubtful whether the latest antibiotics will displace those now in common 
use although they have their useful but limited value. 


PENICILLIN 

Penicillin is the safest and most widely used of the antibiotic group at 
present, and it is also the most dependable and reliable. The results have 
been quite amazing and spectacular and no-one can deny that it has stolen 
the thunder from the sulphonamides. In general, the indications for the 
use of penicillin in infections of the ear, nose and throat correspond closely 
to those for administration of the sulphonamides. There is not the same 
urgency for its early administration for it gives excellent results even when 
the infection is well established. Perhaps the best results are obtained when 
the patient is febrile. 

Methods of administration.—The mode of administration is most important 
and most people will agree that the only way to give penicillin is by injec- 
tion. I have decided views on this point, formed after a long experience of 
its use from the very beginning in the War years when it was issued prac- 
tically solely to selected cases in the Armed Forces. Despite laboratory 
findings that satisfactory penicillin blood levels are obtained when the 
drug is given orally, one really cannot be sure how much unchanged peni- 
cillin will actually be absorbed into the body. This conclusion is arrived at 
because of the disappointing and haphazard clinical results obtained by the 
use of the oral route. Time and again I have been called in consultation 
when the patient is already on recommended doses of penicillin by mouth 
and, although not regressing, is making no progress. In these patients 
penicillin therapy has rightly been employed but has been incorrectly 
given, for when penicillin is administered parenterally improvement is 
immediate and the infection quickly subsides. Many similar cases have been 
admitted to hospital after oral penicillin had been continued for a week 
or more with no alteration in the local condition, whilst often overnight 
they have responded quite spectacularly to penicillin by injection. It is 
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quite understandable why some practitioners have a predilection for oral 
administration for it is scarcely possible for the busy doctor personally to 
administer intramuscular injections to perhaps twenty patients in a morning 
and again at night, unless long-acting penicillin is given. The time required 
for this and for the proper sterilization of syringe and needles, in addition 
to an overloaded visiting list and prolonged consulting hours, may be the 
reasons why penicillin is so often prescribed by mouth. 

In hospital practice parenteral administration is a simple matter and | 
cannot recollect ever having seen penicillin given orally, even to children, 
in my department. In some peripheral hospitals it is the accepted rule for 
the practitioners to send their ambulatory patients to the outpatient depart- 
ment with requests for penicillin injections and, certainly, the main hos- 
pitals are always ready to help. There is no reason why this service should 
not be extended. The district nurse can also be of great assistance in the 
matter of the giving of injections. Finally, just because one is dealing with 
a petted and spoilt child there is no excuse to shirk using the needle. 


The same problem seemingly does not arise in practice in the East as the popula- 
tion there always prefers that whenever possible medicaments should be given by 
injection and, at least according to the patient, the drug apparently loses much of 
its effect if prescribed orally. Besides, an injection invariably brings in an extra 
fee which has a very beneficial material effect on the doctor and an equally strong 
psychological effect on the patient! 

The latest preparations of penicillin for administration by the oral route, 
e.g. phenoxymethylpenicillin (penicillin V), are still on trial in regard to the 
response of infection occurring in the ear, nose and throat, but it is difficult 
at this stage to forecast the results while their use is sub judice. 

Bacterial resistance.—The next point I would like to mention is the 
sensitivity or otherwise of the organism to penicillin. This again is a labora- 
tory test and, in my opinion, many of the reports issued are mainly of 
academic interest and do not always link up with the response of the 
individual to penicillin treatment. First of all, in an acute case is it justi- 
fiable to wait for a report for perhaps forty-eight hours (or longer if there 
is no laboratory service locally) before administering what might be a life- 
saving drug? In many cases the patient is given penicillin as a cover until 
the report comes to hand so that the opportunity is present to assess the 
preliminary results. If the patient has responded well, surely it would be 
foolish to stop treatment just because the organism was reported as resistant 
to penicillin. Secondly, has the busy practitioner time to take swabs of all 
the cases which he thinks would benefit from penicillin or could the present 
laboratory services seriously cope with all the examinations if such perfect 
conditions in practice could be attained? My advice is to treat the acute 
infection with penicillin irrespective of whether the organism is sensitive 
or resistant, and to be guided by the response of the patient and by good 
common sense. Throughout the years it has been my practice to carry out 
this procedure as a routine with, or might one say despite, the advantages 
of having a bacteriological laboratory in the same building. 
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Side-effects are uncommon and there is not the same danger of masking 
under penicillin, as it does not weaken the infection but either kills it off 
or, if given in inadequate dosage, on withdrawal of the drug the infection 
becomes apparent. The most important complication is an allergic one and 
cases of sudden death due to anaphylaxis have been reported from time 
to time. Because of this, at the first injection 0.1 ml. should always be 
given initially and the rest of the contents of the syringe be injected after 
waiting for two minutes. Perhaps the most common side-effect is the 
occurrence of an urticarial rash but this yields promptly to four or six intra- 
muscular injections of 25 mg. of cortisone at four-hourly intervals. There 
may also be a delayed form of pseudoserum sickness. 

Dosage.—F ortunately it is unlikely that too large a dose can be given and 
the danger lies in giving an underdose. The principle is to hit the infection 
hard and if it should not respond after what is considered an adequate 
course then administration of the drug should be stopped. The practice is 
to give 1 mega unit of crystalline penicillin as an initial dose and then 
500,000 units every twelve hours. If no amelioration of symptoms is 
apparent after five such injections the drug should be discontinued. 

The general action of penicillin is so satisfactory that there is little 
indication for its local use and indeed when used in this manner it often 
gives disappointing results. It has, for instance, been injected into the 
antrum during an acute maxillary sinusitis but the results are no better 
and in fact not so good as when the drug is injected parenterally. Local 
injection into the sinus has no effect on a chronic infection. The application 
of penicillin to the nose in the form of snuff or insufflations of the powder 
has given poor results. It has been recommended as a direct application in 
otitis externa but in that condition there is generally a mixed infection and, 
although the penicillin destroys sensitive organisms, the general balance of 
growth is upset so that the remaining organisms proliferate and provoke 
an acute reaction. For the same reason it is unwise to use penicillin locally 
in cases of chronic suppurative otitis media. Some quite severe reactions 
have been seen in such circumstances. 

Vincent’s infection of the mouth and pharynx responds exceedingly 
favourably to penicillin when given parenterally. This infection is caused 
by a symbiotic relationship between a fusiform bacillus and a spirochxte 
and the action of the penicillin is to destroy the spirochzte, thus eradicating 
the infection. At times it is prescribed in lozenge form but is apt to produce 
a fungus glossitis on the dorsum of the tongue. As it really has compara- 
tively little local effect on a throat infection this method is not advocated. 
Penicillin lozenges do, however, tend to dispel or suppress the halitosis 
from Vincent’s infection of the gums. 


STREPTOMYCIN 


Streptomycin, or dihydrostreptomycin, has a limited use in ear, nose and 
throat infections in general practice. It has little effect on gram-positive 
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organisms and its main use is in tuberculous infections. Streptomycin is 
most valuable in cases of abscess which point into the pharynx and which 
arise from tuberculous disease of the cervical vertebre or from similarly 
infected glands lying behind the prevertebral fascia. Tuberculosis of the 
larynx responds extremely well to streptomycin, especially if in combination 
with para-aminosalicylic acid, and painful ulcerations which occur in this 
disease settle down after three or four days of treatment. In throat and 
chest infections in which penicillin has been found ineffective, streptomycin 
has been given with good results and in some cases may be combined with 
penicillin or the sulphonamides to their mutual advantage. Streptomycin 
has no effect when given by mouth and is prescribed as an intramuscular 
injection in divided doses of 1 g. every twenty-four hours. The safe 
maximum amount is a total of 42 g. given over a period of six weeks. It is 
then wise to stop for an interval of ten days, after which, if necessary, the 
course may be repeated. It has been employed locally in cases of otitis 
externa and chronic middle-ear suppurations with varying results but cer- 
tainly no better than those obtained with other preparations. In Italy it was 
claimed to give good results when applied directly to the nasal mucosa in 
cases of ozzna but in an extensive trial in such cases under my observation 
the results were disappointing. 

Side-effects.—The risks run in the use of streptomycin and, to a lesser 
extent, with dihydrostreptomycin are permanent damage to hearing and 
balance, and the appearance of a dermatitis. Gastro-intestinal symptoms 
and Candida infections sometimes occur but the latest preparations claim 
that these nuisances are now less likely to arise. 


CHLORAMPHENICOL 

Chloramphenicol is used comparatively rarely in infections of the ear, nose 
and throat. It is relied upon mainly in those cases of infection which do 
not respond to the other antibiotics. Because of the possible complication 
of an aplastic anemia, caution is indicated in its use, and it is interesting 
to note that, as a result, chloramphenicol-resistant strains of organisms are 
on the decrease. It is useful in the treatment of acute laryngo-tracheo- 
bronchitis in children and can with advantage be combined with sulpha- 
diazine in the treatment of influenzal meningitis, as both drugs show a 
high concentration in the cerebrospinal fluid. The dosage conforms to that 
of its kindred groups and it is administered orally in capsules containing 
0.25 g. at six-hourly intervals, thus giving a total of 1 g. every twenty-four 
hours. The administration should not be prolonged without frequent 
checks of the blood picture. 

A local application of chloramphenicol in a vehicle of propylene glycol 
has been used with success in some cases of otitis externa and chronic 
suppurative middle-ear cases, especially in the presence of Proteus and Ps. 
pyocyanea infections. Occasionally, it causes irritation in the ear after a few 
days of treatment so that its further use has to be abandoned. 
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CHLORTETRACYCLINE 

After penicillin, chlortetracycline is the most widely used antibiotic in the 
United States. It is less popular in Great Britain but there is probably a 
monetary reason for this and one can forecast that when it becomes less 
expensive it will be used much more extensively, for it certainly has con- 
siderable curative value and is generally safe. For one thing it is given 
orally and this gets over a big hurdle in general practice. Like chlor- 
amphenicol it is extremely useful in those cases in which penicillin does 
not touch the infection but it is said to have little effect on Proteus and 
Ps. pyocyanea infections. In upper respiratory infection it gives good results 
and often clears up the common cold. It can be employed with sulphon- 
amides in the treatment of certain chest conditions and can also be used 
locally in ear conditions. In some cases it is not well tolerated: with the 
production of nausea and diarrhoea and, in extreme cases, vomiting. Some 
patients complain of depression during its use. As with all antibiotics 
there is a tendency for monilial infections to develop in the digestive and 
genital tracts. The daily dose is 1 g. orally, in capsules containing 0.25 g., 
every six hours, preferably with, or after, food or with a glass of milk. 


OXYTETRACYCLINE 

Oxytetracycline has much the same action as chlortetracycline but on a 
broader spectrum basis and is said to cause less disturbance of the gastro- 
intestinal tract. In infections of the ear, nose and throat it is at present 
used chiefly for its local effect. When combined in an ointment containing 
hydrocortisone it is a most valuable addition to our range of medicaments 
for otitis externa, in which it is one of the most successful preparations so 
far employed. More and more antibiotics are now being combined with 
hydrocortisone for local application as such a combination is found to 
enhance the action of the antibiotic. Used as a dusting powder it is valuable 
in the treatment of chronic suppurative otitis media. Its high purchase 
price largely limits its use at the present time. 


ERYTHROMYCIN, CARBOMYCIN AND NEOMYCIN 
Erythromycin.—When this valuable drug first came on the market we were 
advised to use it only in exceptional cases as it was the only substance yet 
discovered which was available to combat the penicillin-resistant strain of 
staphylococcus (now stated to have an incidence of 75 per cent.). There 
was a distinct risk that if it went into general use this penicillin-resistant 
strain of staphylococcus would become insensitive to erythromycin also. 
Because of this, we have not used it in this department. Excellent results 
have been presented on its decisive action on the Staphylecoccus aureus 
although even now erythromycin-resistant strains are occurring more often. 
It has little or no value in infections caused by gram-negative bacilli. It is 
prescribed orally as 0.5-g. capsules and taken before meals at eight-hourly 
intervals. There does not as yet appear to be much justification for its use 
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in ear, nose and throat infections, 

Carbomycin has a similar action on bacteria to that of erythromycin and 
is administered by mouth in the same dose. Like erythromycin it is of low 
toxicity. 

Neomycin is a broad-spectrum antibiotic and is said to give satisfactory 
results in Proteus infections. It is given either by the intramuscular route, 
in doses of 0.5 g. six-hourly, or may be applied locally. It is said to have a 
deleterious effect on hearing, which may be permanent, and also to cause 
an irritant nephritis. 


POLYMIXIN B 
This drug is particularly useful in cases infected with Ps. pyocyanea and is 
used with good results as a local application in otitis externa and chronic 
suppurative otitis media due to this organism. The pus in such cases shows 
a slightly bluish tinge and has a distinctive odour, whilst the skin lining 
the external meatus presents a sodden and angry, congestive appearance. 
It may also be administered parenterally in those rare cases of meningitis 
which are due to Ps. pyocyanea, but there is a grave risk of damage to the 
kidney and central nervous system when administered by this route. 


SUMMARY 

(1) It is emphasized that the sulphonamides and antibiotics are discussed 
solely in regard to their use in infections of the ear, nose and throat. 

(2) The sulphonamides have kept pace with recent discoveries and still 
hold their place in the forefront of present-day treatment of upper respira- 
tory tract infections and are economical in use. To obtain the best results 
they must be given in the initial stage of the infection and in full dosage. 
Inadequate dosage may lead to a prolongation of the illness and to ‘masking’. 
Side-effects seldom occur now, owing mainly to increased solubility. 

(3) Penicillin is easily the most widely used and least toxic of the anti- 
biotics. It provides a coverage for most of the organisms encountered in 
infections of the ear, nose and throat and its use should largely be governed 
by the clinical response. It is remarkably free from side-effects. The mode 
of administration is discussed. 

(4) Some of the more common and recently discovered antibiotics and 
their special indications for the infections under discussion are briefly 
reviewed but these indications are limited and a warning is given on the 
indiscriminate use of erythromycin. 








HAMANGIOMA OF BONE 


By SIR THOMAS FAIRBANK, D.S.O., O.B.E., M.Cu.Ortu., F.R.C.S. 


Consultant Orthopaedic Surgeon, King’s College Hospital ; Consultant 
Surgeon, The Hospital for Sick Children, Great Ormond Street 


HMANGIOMA of bone is an uncommon affection and may give rise to 
considerable difficulty in diagnosis. It has been stated that most of the cases 
are not really tumours but are vascular malformations or ‘hamartomas’: 
this means they are really nevi. Many are said to be congenital. Histologic- 
ally they may be either cavernous or capillary: it has been suggested that the 
cavernous ones are hamartomas and that the capillary ones are neoplastic. 
In some cases the development of the lesion has been preceded by trauma. 
The most common site is a vertebral body: Case 1 is an example in 
which the diagnosis and treatment were of considerable importance. In 
contrast to this is case 2 with diffuse lesions in more than one bone, the 
radiographic appearances being very suggestive of sarcoma. 


CASE REPORTS 

Case 1.—A lad of 14 years, in perfect health otherwise, developed a spastic gait, 
There was some sensory loss around the waist. He was uncomfortable lying in 
bed without a pillow under his back. Babinski’s sign was positive. Skiagrams 
showed the body of D6 to be slightly collapsed anteriorly and honeycombed, with 
definite vertical striation (fig. 1). The cystic changes extended into both pedicles, 
and there were a few circumscribed clear spots in the lower part of the body of Ds, 
the disc between this and D6 being slightly reduced in depth. There was no sign 
of a paravertebral abscess or growth and no other skeletal lesions. The Mantoux 
reaction was negative. A provisional diagnosis of hemangioma was made. 

As the signs of pressure on the cord increased, laminectomy was performed by a 
neurosurgeon : biopsy confirmed the diagnosis of cavernous angioma. An intensive 
course of radiotherapy was given. Recovery was slow but was complete within 
twelve months, when he was able again to play individual games. Six years later he 
was still completely well except for some rounded kyphosis. Five years after the 
operation x-rays still showed cystic changes in the body of D6. 


Case 2.—A boy of 5 years complained of minor disability of the right shoulder. 
He was a pale, fragile-looking child with a soft and very indefinite swelling at the 
back of the right shoulder which was drooped, with the humeral head lying low. 
The skin over the swelling was normal, but there was slight tenderness on top of the 
shoulder. The acromion and spine of the scapula could not be felt. The clavicle 
felt abnormally mobile. He refused to move the shoulder but passive abduction 
of the arm was free and painless. No glands could be felt. Skiagrams showed the 
spine of the scapula, most of the acromion, the outer end of the clavicle and the 
upper part of the glenoid to be apparently eroded away (fig. 2). One film showed 
what appeared to be some erosion of the upper metaphysis of the humerus. A 
provisional diagnosis of ‘?sarcoma’ was made. 

A biopsy was performed—but no definite tumour could be found. The immediate 
pathological report on a frozen section was sarcoma, and 16 radium needles were 
inserted. Later, paraffin sections were cut and the diagnosis changed to capillary 
hzwmangioma. The shoulder was then treated with radiotherapy. Bone destruction 
was gradually arrested, and some re-ossification occurred. The scapula was much 
reduced in size and the shoulder girdle was very imperfect (fig. 3), and the boy was 
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left with a permanent drooping and weakness of the shoulder. Some telangiectasis 
developed about the small scars produced by the introduction of the radium needles. 

At the age of 18 years the clinical condition was unchanged, with no recurrence 
of bone erosion. An interesting point was that the pathologist suggested that the 
angiomatous change was primarily in the muscles and had invaded the bone 


secondarily. 
SPINAL HEMANGIOMAS 


As already stated, by far the most frequent site of a hamangioma is a 
vertebral body, with or without involvement of the neural arch. The spinous 
process is rarely the seat of the lesion. There is little if any alteration in 
shape of the body even though the 
whole of it is involved, but partial 
collapse may occur. The changes 
may be confined toa single body, 
or some may be seen in an ad- 
jacent vertebra: more than one 
body showed changes in about 
14 per cent. of one series of cases 
reported. X-rays present a strik- 
ing appearance, with fine honey- 
combing of the vertebral body 
with vertical striation. The an- 
giomas diminish the number of 
vertical trabeculz, and those re- 
maining are thickened. The Fic. 1.—X-ray, showing honeycombing and 
‘ ?— vertical striation of D6, with slight 
appearance 18 80 characteristic collapse anteriorly, due to a cavernous 
that the diagnosis of a spinal angioma. 
lesion is not particularly difficult. 

Symptoms are usually negligible but there may be vague spinal pain for 
a considerable period. Compression of the cord may occur but on the whole 
it is relatively seldom that the spinal lesion is discovered during life. A 
published investigation of the spine in a long series of necropsies showed the 
presence of a spinal angioma in over 10 per cent. of cases. In another post- 
mortem series sections of the vertebral bodies showed angioma present in 
roughly one in every twenty children and adolescents examined, and in as 
many as one in every three cases dying in middle or old age. 

The lesions in the spine are of the cavernous type, and they are sensitive 
to radiotherapy. Additional treatment will natural!.. depend upon the 
symptoms present. These are more likely to occur in the younger cases. A 
spinal corset may give relief to local discomfort and it is also advisable when 
compression fracture has occurred. In the presence of increasing paraplegia, 
decompression by laminectomy, followed by radiotherapy, is necessary. 





HEMANGIOMA OF THE SKULI 
After the spine the more common sites for hamangiomas are the skull, 
pelvis, shoulder region and major long bones. In the skull and pelvis the 
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Fic. 2.—X-ray showing 
erosion of the spine 
of the scapula, most 
of the acromion, the 
outer end of the clav- 
icle and upper part of 
the glenoid, due to ca- 
pillary hemangioma. 


Fic. 3.—X-ray of same 
case as shown in fig. 2, 
after treatment, show- 
ing some re-ossifica- 
tion. 





lesion is inclined to be of the sun-burst type, with trabecule radiating from 
a centre: pathologically they are of the cavernous type. Changes in the 
calvaria distinctly suggestive of those seen in Hand-Schiiller-Christian 
disease were seen in three reported cases: two of these were children, and 
the third was an elderly woman in whom angio-endothelioma was the 
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pathological diagnosis. When the skull is affected the primary changes may 
be in the scalp or in the meninges. 


H#MANGIOMA OF THE LONG BONES 

In the long bones the changes vary considerably. The characteristic lesion, 
from the radiological point of view, is usually said to be cortical, with 
radiating, spicular, newly formed trabeculz, with a thin shell on the surface 
and little or no invasion of the medulla. Occasionally the lesion is medullary 
and of the soap-bubble loculated type and produces bulbous enlargement 
of the end of the shaft, the appearance then being similar to that produced 
by an osteoclastoma. A multicystic lesion enlarging a considerable length 
of the shaft of the tibia was seen in one case. In another case multiple growths 
were located in the metaphyses of several of the long bones. Occasionally 
the changes are of the erosive type and involve adjacent bones so that a 
diagnosis of sarcoma is almost inevitable, as in case 2; yet such a case may 
be curable by radiotherapy or curettage or by the two combined. 

A number of cases of acute spontaneous absorption of bone, or ‘disappear- 
ing bones’, have been reported and it has been suggested that the underlying 
cause, in several of the cases, if not in all, was hamangiomatous invasion 
of the bone. The changes in these cases are usually progressive, for a time 
at any rate. If a biopsy is attempted there is no evidence of a neoplasm; in 
fact it is difficult to find any tissue suitable for section except perhaps some 
fibrous tissue. Case 2 might well be regarded as belonging to this group. 
The clavicle and the scapula have been the seat of these osteolytic changes 
in some of the reported cases. 

Multiple benign angiomas of bones may produce a variety of clinical 
pictures. They may give rise to cystic lesions in a number of bones, with 
enlargement of the spleen and liver. It is not surprising that in at least two 
cases of this type reported in the literature, Gaucher’s disease was the 
diagnosis originally made. Some sclerosis around the bone lesions was seen 
in one case. Pulsation has been felt but is quite exceptional. The skull and 
spine were the seats of angiomas in one reported case, and in another the 
multiple lesions were confined to the bones of one leg. 

Some cases with diffuse nevoid changes in the soft tissues, with large 
superficial veins visible, and with or without lipomatous enlargement of a 
limb, may show changes in the bones. In such cases phleboliths in the soft 
tissues are commonly seen. There may be hemangiomatous hypertrophy of 
the affected limb. In one curious case, multiple soft-tissue tumours with 
some bone lesions were confined to the upper half of the body. In an 
exceptional case extensive soft-tissue changes, with enlargement of an arm 
and a leg, were associated with very irregular-shaped long bones, cystic in 
places and with some subperiosteal new bone formation. Another reported 
case had soft-tissue changes with very irregular density of the radius and 
ulna. Such cases seem to belong to the hamartomas and are not neoplastic. 
I know of one case in which the tibialis anticus muscle was entirely involved 
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in hemangiomatous changes and the shaft of the tibia, anteriorly, was the 
seat of osteo-periostitic sclerosis. In two cases, port-wine cutaneous nzvi of 
the face were associated with curious branching channels in the side of the 
skull. There seems to be no end to the variety of changes in the bones which 
hemangioma may produce, but, with the exception of the spinal cases, these 
are definitely very uncommon. 

Aneurysmal bone cyst is the name given to a rare condition, the true 
nature of which is a matter for dispute: whether it is a pathological entity 
or only a cavernous hemangioma. In Maffucci’s syndrome cavernous 
hzmangiomas and phleboliths of the soft tissues are associated with dys- 
chondroplasia: i.e. with multiple enchondromas of the bones. In this 
uncommon, but well-recognized affection, the distribution of the two types 
of lesion is usually, but not invariably, independent. 


HE MANGIO-ENDOTHELIOMA 

Lastly, malignant cases, hemangio-endothelioma, must be referred to. These 
uncommon neoplasms are said to arise in pre-existing angiomas. They 
have occurred at the end of a long bone, in the pelvis, and in the tarsal bones. 
Their relation to Ewing’s sarcoma has been discussed in the literature, and 
by some authors the two are regarded as one. It is advisable to remember 
that the diagnosis may be extremely difficult and that a hemangioma may 
give the radiographic appearance of a sarcoma and yet it may be cured by 
local treatment. In one case hemangio-endothelioma was diagnosed by 
biopsy yet post-mortem investigations revealed an adrenal neuroblastoma 
as the cause. 

In a case with multiple lesions there may be disagreement as to whether 
these are all primary or whether only one is primary and the others 
metastases. Histologically, the proliferation of the connective tissue around 
the endothelial-lined blood sinuses in a hemangioma may erroneously 
suggest sarcoma. 


TREATMENT 
The treatment of hemangiomas of bone depends upon local curettage and 
radiotherapy. Which, if either, should be used has to be decided in each 
individual case. The spine is the region most likely to call for the surgeon’s 
diagnostic ability and, fortunately, in this region the radiographic appearances 
are usually characteristic. 





IDIOPATHIC RECURRENT 
THROMBOPHLEBITIS 


By J. H. BARON, B.M., B.Cu. 
Lately House Physician, The Middlesex Hospital 


A PATIENT was recently admitted to the Middlesex Hospital with the 
diagnosis of ‘thrombophlebitis migrans’. This brings to a total of twelve 
the number of patients who have received this diagnosis in the Middlesex 
Hospital between 1930 and 1955. 


CLASSIFICATION 

Ryle (1930) defined thrombophlebitis migrans as ‘a disease in which phlebitis 
appearing in small lengths of superficial peripheral veins is sometimes 
followed by symptoms of inflammation with small vascular obstruction in 
the lungs, abdomen, and more rarely in the heart and brain’. It seems clear 
from Ryle’s definition, and from the twelve case records, that ‘thrombo- 
phlebitis migrans’ is a descriptive term, not a diagnosis. Recurrent thrombo- 
phlebitis can occur secondary to local disease in the veins, in association 
with systemic disease, or for no discoverable cause (idiopathic recurrent 
thrombophlebitis). 


THROMBOPHLEBITIS SECONDARY TO LOCAL DISEASE 
OF THE VEINS 
Varicosities in veins favour the development of thrombophlebitis, as do 
local inflammation, ischemia, suppuration and trauma. Cases 1 and 2 
in our series are examples of post-traumatic thrombophlebitis. 

Case 1, a woman of 32, was first seen by Dr. Marriott in 1939. Thirteen years 
previously her right leg had become blue and swollen after a fall. In 1937, her right 
arm became swollen, also after a fall, and dilated veins appeared over the shoulder. 
A spontaneous thrombosis of the axillary vein was diagnosed. The following year, 
in a search for focal sepsis, pus was washed from both antra, and the cervix, which 
showed chronic inflammation, was amputated. Seven years later her left leg became 
swollen. 

Case 2, a male aged 21, was admitted under Dr. Willcox on February 11, 1955. 
In October 1953, when playing Rugby football, he had his right arm pulled sharply. 
He noticed no ill-effect until that evening when his right arm, forearm and hand 
became purple and ached while he was drying himself after a bath. These symptoms 
subsided when he rested, but later the same evening he noticed aching and swelling 
in the right axilla. During the next month the axillary swelling subsided, but the 
aching and discoloration always returned when he used the arm. He was then seen 
by Dr. A. G. Emslie, Consultant Physician to St. Mary’s Hospital, Eastbourne, who 
diagnosed an axillary vein thrombosis. An x-ray of the chest, the blood count and 
the sedimentation rate were all normal. Since that time the right arm, forearm and 
hand had become purple and ached after a bath, or when the arm was used or 
hung down by his side. 

In May 1954, he noticed tender, hard nodules along the course of the veins of 
his right forearm. Each lasted for a few days at a time. One nodule travelled slowly 
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down the arm for two weeks, eventually reaching the back of the hand. Later that 
month his right calf became swollen and ached, especially after walking. ‘These 
symptoms slowly diminished until aching occurred only after severe exertion. In 
September 1954, nodules, of the same size and consistency, appeared in the right 
calf, together with a hard 
cord running from his 
knee to his ankle. He was 
now being inconveni- 
enced by these symp- 
toms, as not only did his 
arm and leg ache after 
any ‘exertion, but also 
his fingers ached when 
typing. 

Examination showed 
him to be a fit and 
healthy young man. 
Slight fullness was no- 
ticeable in the right 
supra-clavicular fossa, 
and there were promin- 
gi - ent veins over the upper 
Fic. 1.—Infra-red photograph of case 2, showing collateral chest, shoulder and arm 

veins compensatory to the right axillary vein thrombosis. (fig. 1). There was half- 
an-inch of swelling in the 
right arm, as well as three-quarters of an inch of swelling in the right forearm which, 
with the wrist, hand and fingers, was darker than the rest of the arm, being a dusky 
purple in colour. Two tender, firm, subcutaneous nodules were palpable over the 
radial sides of the metacarpophalangeal joints of the index finger and thumb. The 
right leg was slightly swollen and suffused, With 
prominent veins in the calf, most noticeable when 
he stood. There were three tender subcutaneous 
nodules in the long axis of the limb (fig. 2), two 
on the medial side of the calf, and one over the 
head of the first metatarsal. There were no other 
abnormal physical signs. Investigations, which were 
all normal, included the haemoglobin, total and 
differential white cell count, sedimentation rate, 
plasma proteins and x-rays of the chest, legs and 
teeth. 

Dr. Thomson’s report on a section showing skin 
with a vein in the dermis obtained from biopsy 
material taken from a nodule of the leg was :—“This 
vein shows fibrous thickening of the wall with frag- 
mentation of the elastic tissue, an inflammatory cell 
infiltration and occlusion of the lumen by thrombus. 
The peri-vascular tissue shows small areas of fat 
necrosis’ (fig. 3). 

When the biopsy dressing was removed four 
days later, it was noticed that the second nodule 
on the calf had moved half an inch down the 
leg. This nodule disappeared the following day. 
While in hospital he wore elastic bandages on his 
right arm and leg which gave some relief. He was 
discharged on March 3, 1955. 


Primary thrombosis of the axillary vein has long been described as a 
separate entity. The typical story is of sudden pain in the right arm of a 
young healthy man, followed by rapid swelling and cyanosis of the arm. 






Fic. 2.—Photograph of right 
leg of case 2, showing 
‘creeping’ skin nodules. 
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Later the axillary vein becomes palpable as a tender hard cord, and super- 
ficial collateral veins appear over the chest wall. Gould and Patey (1928) 
suggested that the axillary subclavian valve was ruptured by pressure of 
the subclavius muscle, with the 
arm abducted. Occasionally veno- 
spasm without thrombosis has been 
found at exploratory operation. 
‘Thrombophlébite axillaire par effort’ 
may be an isolated episode which 
may remit, relapse, or be followed, 
as in case 2, by recurrent thrombo- 
phlebitis elsewhere. The subject is 
reviewed fully by Matas (1934). 


THROMBOPNLEBITIS IN 
ASSOCIATION WITH 
SYSTEMIC DISEASE 

Any long period of immobility will Fic. 3.—Photomicrograph of section of 





favour the development of thrombo- —— a, right leg of case & 

+o . . or showing a thrombus in a vein wit 
phlebitis, especially in association infiltration of the wall and surround- 
with operation, pregnancy and the ing tissues with inflammatory cells. 


puerperium. The initial attack may (x 15-) 


be followed by recurrent thrombophlebitis. 

Case 3, a woman of 37, was admitted under Professor Kekwick in 1950. For the 
previous eight years she had had swollen, aching legs, following ilio-femoral 
thromboses in the puerperium. Thrombophlebitis recurred in 1953 and 1954 and 
she developed deep vein thrombosis and a pulmonary infarct, which were treated 
with anticoagulants. 

Recurrent thrombophlebitis has been reported in association with almost 
every infectious disease, with cardiovascular and metabolic disorders, with 
diseases of the blood and with malignant disease. The relative importance 
of these factors was assessed by Kleinsasser (1948) in 502 cases of intravenous 


clotting in Army personnel :— 


Trauma 36.5 per cent. 
Spontaneous Sl ss te 
Sickness ae 
Postoperative ie Fe Sa 
Recurrent o* 2 
Varicose veins ~~ 2 
Effort 1.4 


Focal sepsis.—Ryle (1930) considered the name ‘thrombophlebitis 
migrans’ to be admirably suited, since the disease process was essentially 
one of migratory lesions disseminated in time and space. His definition has 
already been quoted. It is only descriptive, not distinguishing between the 
primary and secondary forms of phlebitis. Ryle discovered focal sepsis in 
three of his five cases, and two other patients from Guy’s Hospital, reported 
by Hartfall and Armitage (1932), were treated successfully by removal of 
septic teeth or tonsils. Fischer (1946) searched for focal sepsis in 114 
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published cases of thrombophlebitis migrans. In 25 there was no mention of 
focal sepsis. In 67 of the remaining 89 cases there was focal sepsis in the 
cervix, ears, gums, prostate, sinuses, teeth or tonsils. 

Recently, however, the fashion for attributing idiopathic recurrent 
thrombophlebitis to focal sepsis has waned, so that dental clearance, antral 
puncture and cervical amputation are less frequent in these cases. 

Malignant disease.—Trousseau (1865) was the first to describe venous 
thromboses in patients with malignant disease, and to recognize that the 
phlebitis might be the first indication of the presence of carcinoma. The 
association is with carcinoma in general: Phlebitis has been reported in 
association with tumours of bone, bronchus, colon, gall-bladder, kidney, 
ovary, pancreas, prostate, stomach, testis and uterus. 

Haward, in his Hunterian lectures for 1906, reviewed the 2,903 necropsies done at 
St. George’s Hospital over the previous ten years and found 81 with fatal venous 
thromboses. Cancer (12 cases) was second only to middle-ear infection (14 cases) 
as the primary disease. Over a period of five years at the Mayo Clinic, Barker 
(1936b) found 166 patients with thrombophlebitis secondary to disease, and in 
27 this disease was cancer. Of Felder’s 92 cases (1949), 38 had cancer, and of these, 
24 had undergone surgery, whilst 14 had only medical treatment (postoperative 
thrombophlebitis is commoner in patients with cancer). Sproul (1938) found cancer 
the commonest cause of thrombosis in the venous system in 4,258 consecutive 
necropsies at the Presbyterian Hospital, New York. There were 551 cases with 
malignant disease, of which 111 (20 per cent.) had venous thrombosis. Only in some 
of the cases could metastases be found in the thrombosed veins. 

The cancer with the highest incidence of associated venous thrombosis is 


that of the pancreas. 

Case 4, a man of 50, was admitted under Dr. Evan Bedford in December 1947. 
He had lost weight for six months and had had recurrent superficial phlebitis for 
three months. In hospital he developed thromboses of both femoral veins and died 
of carcinoma of the pancreas in January 1948. 

Of Sproul’s 47 cases of carcinoma of the pancreas, 14 had phlebitis: 9 were 
found in 16 cases in which the growth was in the body or tail and only five 
were associated with the 31 cases of carcinoma of the head of the pancreas. 

Of the 29 carcinomas with venous thrombosis which Edwards (1949) reported, 
16 were in the pancreas. Kenney (1943) reviewed 9,800 necropsies at the Washington 
University School of Medicine. Of the 30 with carcinoma in the head of the pan- 
creas, there were none with multiple venous thrombi, and only five with single 
thrombi. Of the 20 with carcinoma of the body or tail, there were 10 with venous 
thrombi, seven of which were multiple thrombi. Kenney noticed that of these 20, 
thirteen had mucinous foci in the carcinoma and these included all seven cases with 
multiple thrombosis. 

The mechanism by which malignant disease produces widespread multiple 


recurrent thrombophlebitis is as much a mystery today as in Trousseau’s 
time. No-one has demonstrated the suggested coagulation-favouring 
substance set free from malignant tissues. Even in the case of the pancreas, 
in which a carcinoma is so often accompanied by venous thromboses, there 
have been no convincing theories. 


Sproul (1938) reported an increase, and Storer and Kadzan (1953) a decrease, in 
the blood trypsin. Kenney’s suggestion that adenocarcinoma of the body or tail 
secreted a mucinous substance favouring coagulation was supported by Jennings 
and Russell (1948) who described two more mucinous adenocarcinomas of the body 
and tail with multiple venous thrombi. Other suggested mechanisms include an 








716 THE PRACTITIONER 


increase in prothrombin activators (Lipman and Tober 1950), and an increased 
platelet adhesiveness (Moolten et al., 1949). 

Thromboangiitis obliterans—Buerger (1924), who found migrating 
thrombophlebitis in 20 to 25 per cent. of his cases, considered migrating 
phlebitis to be diagnostic of thromboangiitis obliterans. On the other hand, 
both Barker (1936a), who followed his 79 patients for up to five years, and 
DeCamp et al. (1952), who followed their 54 cases for up to nine years, found 
no evidence of any of their patients developing arterial disease. Ackerman 
and Estes (1951) followed for five years 88 of 120 patients presenting initially 
with idiopathic thrombophlebitis: two developed thromboangiitis obliterans 
after three and four years. It is therefore most unlikely that thrombo- 
angiitis obliterans is invariably the basis of idiopathic thrombophlebitis, but 
it is not possible to disprove Buerger’s claim since none of Ackerman and 
Estes’ patients were followed for 40 years, the longest prodromal period 
reported, whilst 32 of the original 120 patients were lost to the follow-up. 

One of the patients in our series has had recurrent thrombophlebitis for 
43 years without ischemic signs developing. 

Case 5, a man of 48, was admitted under Professor Kekwick in 1947. At the age 
of 13 he developed purulent conjunctivitis and stomatitis, with phlebitis in both 
legs. Varicose veins formed, in Which he had many attacks of thrombophlebitis, the 
last being in 1951. There was no evidence of arteritis in 1955. 


IDIOPATHIC RECURRENT THROMBOPHLEBITIS 

When. no known associated disease can be discovered, idiopathic thrombo- 
phlebitis may be diagnosed. The proportion of patients in whom the 
thrombophlebitis was considered primary varies in published reports from 
4.5 per cent. (DeCamp et al., 1952) to 27.1 per cent. (Kleinsasser, 1948). 
Of the 4,459 cases of thrombophlebitis described by these authors and by 
Miller and Rogers (1929), Barker (1936a), Felder (1949) and Ackerman and 
Estes (1951), 470 (one in ten) were considered idiopathic. 

Case 6, a woman of 50, was admitted under Dr. Beaumont in 1937. She developed 
a red, tender and painful swelling in the left leg one month after a pain in the left 
hip. Four weeks later there was an episode of dyspncea, hemoptysis and pain in the 
right chest, followed by pain in the right shoulder and swelling of the right arm. 
After a further two months she had a similar attack of thrombophlebitis in the right 
leg, which was followed by the appearance of varicose veins, which persisted for 
many years. 

Case 7, a woman of 22, was admitted under Mr. P. B. Ascroft in 1937. A swelling 
appeared in the right side of the neck and axilla and subsided. The next month the 
right arm swelled and a cord-like structure formed in the upper arm. This disap- 
peared and one month later the right forearm became tense and throbbing. After 
this swelling settled a small hard lump formed in the upper forearm. 

Case 8, a woman of 24, was admitted under Dr. Beaumont in 1937. She developed 
successively pain in both groins, the inside of both thighs, the inside of the left calf, 
the right calf, the right lower ribs with a pleuritic pain and hemoptysis, and the 
right buttock. She had tender thickened veins in both groins, thighs and legs. 

Case 9, a woman of 70, was admitted under Dr. Beaumont in 1952. Before admis- 
sion she had developed a red swelling in the left calf, recurring five months later 
in the right calf, followed by pain in the left hip and arms. 


CLINICAL’ CHARACTERISTICS 
The majority of the 144 cases of thrombophlebitis migrans collected by 
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Fischer (1946) were aged between 25 and 50, the average age being 40 years. 
The youngest patient reported was 6 (Ellison, 1931), the oldest 76 (Ackerman 
and Estes, 1951). The majority of cases are male. 

Recurrent thrombophlebitis is 
usually confined to the extremities, 
affecting either the superficial or 
deep veins, or both. Any of the deep 
veins may be affected, with the 
usual picture of a deep vein throm- 
bosis. There may be inflammation 
of the superficial veins without 
thrombosis: ‘periphlebitis lymphan- 
gitis’ (Johnson, 1928). The super- 
ficial veins may become ‘cords’, 
either in the limbs or in the chest 
and abdominal wall. There may be 
: phere, ‘ superficial nodules and these may 
Fic. 4.—Photomicrograph of section of migrate or ‘creep’. 

nodule from skin of case 10, showing C : et ws dmitted 

a thrombus in a vein with infiltration 208 19, 9 AER GE WD, WHS acmnettec 

of the wall and surrounding tissue under Professor Kekwick in 1948. From 

with inflammatory cells. (x 22.) the age of 36 he had had attacks of aching 

and swelling in both knees and ankles, 

with tender nodules appearing all over the skin. When admitted, he showed Raynaud's 

phenomenon, and had inferior vena caval obstruction, varicose veins and hepato- 

splenomegaly. Six or seven new skin nodules would appear daily in and around 

veins, especially at sites of venepuncture, and last for three days. A biopsy report 

revealed ‘cedema and infiltration of the wall by polymorphs, lymphocytes and 

histiocytes. There is a small thrombosis in the lumen, but no necrosis of the vessel 

wall, and the infiltration extends into the surrounding tissue ’ (fig. 4). For three 

months before his admission in 1954 he had more painful nodules, one of which was 
seen in hospital to move slowly up the left leg from ankle to knee. 


Recently, Parkes Weber (1954a) reported a case of ‘centrifugally travelling 
non-thrombotic phlebitis and periphlebitis of the limbs’ in a 44-year-old 
woman who presented with malaise and loss of weight. 


While in hospital tense subcutaneous swellings appeared in all four limbs, 
travelled distally and then disappeared over the next four months. ‘The sedimentation 
rate was ‘extremely accelerated’ and she had abnormal shadowing on the lungs, 
persisting for many years, and presumed to be sarcoidosis. She later developed 
iridocyclitis and albuminuria, and on her death certificate, written seven years 
after her first illness, the cause of death was ‘nephritis’. 


Ryle (1930) also distinguished between the ‘wandering’ form of phlebitis, 
namely, thrombophlebitis migrans, and the rarer ‘creeping’ condition (of 
which he does not quote any actual examples) in which the phlebitis spreads 
gradually along the course of particular veins. Case 2 would appear to be 
another example of what Parkes Weber (1954b) describes as an ‘extremely 
rare condition, possibly almost unique’, namely, centrifugally travelling 
nodules. In case 10 there were nodules travelling centripetally. 

Visceral involvement.—Paget (1866) described a patient in whom the 
phlebitis spread throughout the branches of the superior and inferior venz 
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cave. Since then visceral thrombosis has been proven post-mogtem in the 
adrenal, cerebral, gastric, hepatic, mesenteric, portal, renal and splenic veins 
(Gerber and Mendlowitz, 1949). There is no post-mortem proof of thrombo- 
phlebitis of the heart and lungs. Cases in which the pulmonary veins were 
reported as involved were most probably cases of pulmonary emboli. 

Case 11, a woman of 55, was admitted under Dr. Beaumont in 1951. For a year 
she had phlebitis of both legs. She then developed a small brain-stem thrombosis, 
thrombophlebitis of the left leg, a right pleural effusion, and phlebitis of the right 
arm and abdominal wall. These inflammations were successfully treated with 
heparin. 

Case 12, a woman of 45, was admitted under Dr. Beaumont in 1951. While 
pregnant, at the age of 40, she had thrombophlebitis of the left knee. Five years 
later, following pneumonia, she developed a left femoral thrombosis, a right basal 
pleurisy, thrombosis of both axillary veins, and multiple pulmonary infarcts. A 
left hemiplegia occurred soon after admission, and she died of a cerebral hemorrhage 
after sixteen days of anticoagulant therapy. Post-mortem examination, as well as 
demonstrating the various thromboses, revealed pale friable nodules on the mitral 
and aortic valves. These nodules were presumed to be due to subacute bacterial 
endocarditis, but similar vegetations were reported by Swirsky and Cassano (1943) 
and by Oelbraum and Strich (1953) as non-bacterial thrombotic endocarditis, part 
of a generalized thrombotic tendency. 


RELATED OR IDENTICAL DISEASES 
Several other diseases which have been described as entirely separate 
entities must be considered as special examples of idiopathic recurrent 
thrombophlebitis. 
Tropical phlebitis—Fisher (1941) described 21 cases (19 Bantus, 2 
Europeans) of acute thrombophlebitis of unknown etiology in Northern 
Rhodesia. 


The illness began with malaise, myalgia and fever, and was followed by a typical 
superficial thrombophlebitis, which resolved slowly. There were three deaths: from 
mesenteric, middle co:ic, and cavernous sinus thromboses. Biopsies in four cases 
showed only a thrombus in a vein with or without organization, but subsequently 
Fisher et al. (1947) reported phloxinophil inclusion bodies in the fibroblasts of the 
infiltrated vein wall. 

Manson-Bahr and Charters (1946) were apparently unaware of this report 


when they described an epidemic of 627 cases in East Africa in 1944-45. 

They reviewed 145 of these cases and noted that ‘the vast majority’ had venereal 
disease, that 111 had had arsenical injections, and at least eight others had had vene- 
puncture. Fever and stiff neck often preceded the discovery of palpable thrombosed 
veins in the neck or limbs. Vein biopsy showed non-specific changes. In two patients 
the thrombophlebitis recurred for two or three days, every two or three weeks, for 
five months. Here the biopsies showed only organizing thrombi, one with giant cells. 
Two patients had temporary ascites and two. others developed femoral artery 
thromboses. Many of the soldiers had persistent edema, but there were neither 
embolic episodes nor deaths. As the admission rate for this epidemic closely para- 
lieled an epidemic of syringe-borne hepatitis, a virus, syringe-borne etiology was 
tentatively suggested for this epidemic thrombophlebitis. 

Gelfand (1946) described 15 cases (2 in white persons) in Southern Rhodesia. 
Twelve of his patients had had recent injections. There were eight pulmonary 
emboli, a mesenteric and a splenic thrombosis, but no deaths. In a subsequent 
review (1950), he stressed the severity of the constitutional symptoms in contrast 
to the usual idiopathic thrombophlebitis. He considered the history of recent 
injections of no significance, as 128 of a control series of 147 African hospital 
patients had had injections in the previous six months. He did not meet the argument 
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of Coutts (1946) that no Frei tests had been done in any of these patients to exclude 
lymphogranuloma venereum, a disease in which thrombophlebitis and thromboangi- 
itis of the extremities are seen (Coutts 1945). 

Thrombophlebitis of a lateral thoracic vein is often described as a separate 
entity—Mondor’s disease. Mondor (1939), however, was uncertain whether 
the lesion was a phlebitis or a lymphangitis, and used the title ‘tronculite 
sous-cutanée’. Five cases of ‘subcutaneous phlebitis of the breast region’ 
were described by Lunn and Potter, in 1954, under the title of Mondor’s 
disease, and six further cases have been reported, so that the condition 
cannot be rare, even if it is not always given the current eponym. 

The clinical picture is constant. An otherwise healthy person complains of 
pain in the side of the chest, usually on the right. A tender cord appears in the 
chest wall, and this thrombophlebitis of a thoraco-epigastric vein resolves 
slowly over the next few weeks without complications. Occasionally the 
phlebitis may occur over a breast which is the seat of a carcinoma. Biopsies 
have usually shown a vein with organizing thrombus, but the type of blood 
vessel may not be identifiable, or no trace of vessel be found. 


PATHOLOGY 

The pathological processes are indistinguishable in the primary and 
secondary forms of thrombophlebitis. The vein may contain a thrombus 
(Johnson, 1928), possibly becoming organized (Low and Cook, 1931), and 
canalized (Gottlieb et al., 1950), or there may be intimal proliferation without 
thrombosis (Harkavy, 1924). There may be, as in Cases 2 and 10, venous 
or perivenous inflammation with an exudate containing polymorphs and 
connective tissue cells, and, rarely, eosinophils (Birnberg and Hansen, 
1942; Gerber and Mendlowitz, 1949), or giant cells (Barker, 1936a). No 
specific changes have ever been reported, although Buerger (1924) and others 
have interpreted apparently similar non-specific changes in the vessel wall 
as pathognomonic of thromboangiitis obliterans of veins. Cultures of the 
thrombosed veins have always been sterile. Blood counts, sedimentation 
rate, clotting and bleeding times have usually been normal. 


PROGNOSIS 

DeCamp et al. (1952) followed 54 of their go cases (56 single, 34 recurrent) 
for periods ranging from three months to nine years, and found good results 
in 42. The prognosis was worse in the recurrent variety of the disease. Of 
Kleinsasser’s (1948) 502 soldiers, 190 were partially disabled, and in only 60 
were there no sequelz. 

The incidence of pulmonary emboli in published reports is high. There 
were 23 cases in the 114 cases collected by Fischer (1946), with five deaths. 


TREATMENT 
For over a hundred years the treatment of thrombophlebitis has been 
conservative and symptomatic, limited to relieving pain and resting the 


inflamed part. Recurrent thrombophlebitis was treated with firm bandages, 
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and any sources of focal sepsis were removed. Since 1949 there have been 
reports of the successful use of anticoagulants, both in the acute attack and 
for the long-term management of recurrent thrombophlebitis in outpatients. 
The dosage is controlled by prothrombin estimations every 1 or 2 weeks. 

Foley and Wright (1949) reported three cases of phlebitis migrans and 
seven of recurrent phlebitis who were free of thromboembolic episodes 
for eight to nineteen months, when maintained on dicoumarol. Tulloch and 
Wright (1954) treated 117 cases of thrombophlebitis with dicoumarol or 
ethyl biscoumacetate for 22,824 treatment-days. There was a history of 352 
thrombo-embolic episodes before treatment, and only 7 after treatment. The 
most recent account is by Foley et al. (1955) who used dicoumarol, ethyl 
biscoumacetate or phenindione in 24 patients with thrombophlebitis. In 
2,207 patient-months before treatment there were g2 thrombo-embolic 
episodes (63 of thrombophlebitis, 20 pulmonary emboli). In 896 patient- 
months on anticoagulants there were single episodes of thrombophlebitis 
in seven patients only. 

Several cases have been reported of thrombophlebitis associated with 
malignant disease not responding to anticoagulants. Shapiro (1953) suggests 
that this is a general phenomenon ahd recommends suspecting an underlying 
cancer in any ‘idiopathic’ thrombophlebitis not responding*to anticoagu- 
lants. 

The other suggested treatment of thrombophlebitis is trypsin. Innerfield 
et al. (1953) successfully aborted 71 of 74 cases of acute thrombophlebitis 
with intravenous or intramuscular trypsin. (In the 3 unsuccessful cases 
there was an associated carcinoma.) Subsequently, Innerfield (1954) reported 
on 18 patients with long-standing recurrent thrombophlebitis, all of whom 
responded to daily intramuscular injections of trypsin. Maintenance treat- 
ment was required in 15 cases. 


SUMMARY AND CONCLUSIONS 

(1) The histories of 12 patients in the Middlesex Hospital who have been 
given the diagnosis thrombophlebitis migrans are summarized. 

(2) The etiology, clinical characteristics, predisposing causes, prognosis 
and treatment of recurrent thrombophlebitis are reviewed. When no 
obvious cause can be found for single or recurrent thrombophlebitis the 
possibility of latent malignant or arterial disease must be remembered. The 
prognosis for patients who have had only one attack is very much better 
than for those with recurrent thrombophlebitis, with regard to both visceral 
involvement and deep vein thrombosis. The conservative treatment of 
recurrent thrombophlebitis can now be supplemented by anticoagulant 
therapy. 

(3) The significance of these diagnostic terms is discussed, and a plea is 
made for the abandonment of thrombophlebitis migrans as a diagnosis, and 
for its replacement by idiopathic recurrent thrombophlebitis, and secondary 
thrombophlebitis. 








IDIOPATHIC RECURRENT THROMBOPHLEBITIS 721 


I wish to thank Dr. A. Willcox for his permission to record case 2, and for his 
encouragement; Mr. P. B. Ascroft, Dr. G. E. Beaumont, Dr. D. E. Bedford, 
Professor A. Kekwick and Dr. H. L. Marriott for permission to abstract the clinical 
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TUNNEL SYNDROMES IN THE 
UPPER LIMB 


By A. GRAHAM APLEY, M.B., F.R.C.S. 
Consultant Orthopedic Surgeon, The Rowley Bristow Orthopedic Hospital, Pyrford 


WHEREVER a tendon crosses a joint it needs a fibrous tunnel to prevent it 
from bow-stringing. Within this tunnel the tendon is covered by a synovial 
sheath to allow it to slide smoothly. Inflammation of the synovial sheath 
(tenosynovitis) results in painful movement. Normal tendon action, how- 
ever, is more often impeded by thickening of the fibrous sheath or of the 
tendon itself; in either case there is not enough space in the tunnel. The term 
‘stenosing teno-vaginitis’ is sometimes used to describe these tendon-tunnel 
syndromes. The commonest examples are clicking finger, trigger finger, 
clicking thumb, congenital flexion of the thumb, and de Quervain’s disease. 

Nerves also are confined within fibrous tunnels where they cross joints. 
There are two sites where the tunnel may be too small: at the elbow, 
giving rise to ulnar neuritis, and in front of the wrist, leading to 
median neuritis. 

CLICKING FINGER AND TRIGGER FINGER 
Any finger may be affected, but the ring and middle fingers are the most 
common. The patient at first notices that the finger clicks, often painfully, 
when he bends it. Later he is able to clench the hand by flexing the fingers, 
but, when he unclenches, the affected finger remains bent. It may straighten 
suddenly with a snap (trigger finger), or remain flexed until forced straight. 
A tender nodule can usually be felt in the palm opposite the knuckle joint. 

Treatment by splinting the finger straight for a few days usually fails. 
Operative treatment is uniformly successful. A small transverse incision is 
made in the distal palmar crease and the fibrous constriction is divided. The 
tendon is usually found to have a nodular thickening, but it is unnecessary to 
remove this; dividing the tunnel is sufficient to give immediate and per- 
manent relief. 

CLICKING THUMB 
This occurs at two distinct ages. In adults it is strictly comparable with 
clicking finger, the constriction being at the level of the metacarpo-phalan- 
geal joint. Division of the fibrous sheath at this level cures it at once. 

In infants, however, the condition presents differently. The baby is 
brought up with a bent thumb which the mother is unable to straighten: 
so-called congenital flexion-contracture of the thumb. Sometimes both 
thumbs are affected. The mother often diagnoses a fracture or dislocation. 
When the doctor tries to straighten the thumb he sometimes succeeds and 
there is a sudden audible snap as it springs straight. Recurrence, however, is 
almost inevitable; as soon as the child bends the thumb again, the apparently 
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fixed deformity returns. A nodule is easily felt in front of the metacarpo- 
phalangeal joint. It feels hard, like a sesamoid bone, and sometimes leads 
the doctor to suspect bony injury. 

The condition is almost unknown in older children or in young adults. 
Presumably spontaneous cure can occur, but in most cases the thumb con- 
tinues to be troublesome, and the condition is readily cured by dividing 
the fibrous sheath. 

DE QUERVAIN’S DISEASE 
This occurs mostly in women of 40 or 50. The patient complains of pain in 
the wrist or thumb. It is gradual in onset, worse after using the thumb and, 
if severe, disables the hand. 

A lump is often visible on the radial side, ? inch (2 cm.) proximal to the 
wrist joint. It is tender and feels bony, so that the doctor may be surprised 
that the lump is invisible on x-ray. The diagnosis, however, is not in 
doubt, for other painful lumps in this area are almost unknown. If con- 
firmation is required two simple tests suffice. (1) If the patient abducts her 
straight thumb forcibly against the doctor’s resistance, pain is immediately 
felt. (2) If the doctor forcibly adducts the patient’s thumb across the palm 
this also produces pain. The tender painful area is where the tendons of 
abductor pollicis longus and extensor pollicis brevis run within a common 
fibrous sheath as they cross the lower end of the radius. The primary 
pathology may well be in the tendon, for at operation one or both tendons 
are usually found to be duplicated. It is possible that over-use of the thumb 
is more likely to result in de Quervain’s disease if such congenital tendon 
anomalies exist. Whatever the state or number of the tendons, the fibrous 
sheath is always thickened, and dividing it cures the symptoms. 


CARPAL TUNNEL SYNDROME 
In this condition the median nerve has insufficient space beneath the flexor 
retinaculum of the wrist. In the normal carpal tunnel there is barely space 
for all the tendons and the median nerve; consequently any swelling is 
likely to result in compression. As a rule the cause eludes detection, but 
sometimes there has been previous bony injury to the wrist, and the carpal 
tunnel syndrome is certainly more common in rheumatoid arthritis. 

The condition occurs only in adults, women more often than men, and 
is often bilateral. The patient complains of tingling, pins and needles and a 
burning feeling in the hand. The hand feels clumsy and the patient drops 
things. Pain in the hand may radiate up the limb, and the patient may be 
unsure of the direction of its radiation. It is often worse at night. 

There are usually no abnormal physical signs. Only if compression has 
been severe or prolonged do the characteristic signs of median nerve inter- 
ruption appear: diminished sensation over the thumb, index, middle and 
half the ring fingers, and weakness of the intrinsic thumb muscles, especially 
the opponens. As a rule, diagnosis rests on the history and on the exclusion 
of the two other conditions which may produce similar symptoms: (1) cer- 
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vical spondylosis, in which there is usually pain and stiffness of the neck, 
and sensory changes, if present, are usually confined to the index and middle 
fingers; and (2) cervical rib syndrome, in which the whole hand and all 
the fingers are nearly always paresthetic. 

It is therefore important to know the precise pattern of paresthesia. 
The patient is often unable to supply this information at her first visit. It 
is a wise precaution to ask her to return in a few days, during which time 
she has been able to observe whether the thumb and the little finger are 
affected, as well as the other fingers. If only the little finger escapes, carpal 
tunnel compression is the probable diagnosis. The pattern of sensory 
change can sometimes be reproduced by arresting the arterial circulation for 
one or two minutes with a pneumatic tourniquet. 

Treatment should not await the development of obvious sensory loss or 
of weakness, as these, if advanced, may be permanent. As soon as a diagnosis 
is made, the flexor retinaculum should be divided. Relief in early cases 
is dramatic and complete. 

ULNAR NEURITIS 

The ulnar nerve runs in a groove on the back of the lower end of the 
humerus and in this situation is covered by a fibrous sheath. If, as a result 
of previous injury, the elbow is unduly valgus, or if the joint is osteo- 
arthritic, symptoms of ulnar neuritis appear, often many years after injury. 
At first sight it seems to be the bone which compresses the nerve or over 
which friction takes place, but at operation the sheath itself is often found 
to be considerably thickened. 

The patient complains of pain and tingling in the little and ring fingers, 
and sometimes of discomfort in the elbow and hand. There is deformity or 
stiffness at the elbow joint, and the hand shows the characteristic signs of 
an ulnar nerve interruption syndrome, namely:—{1) Wasting of muscles, 
which is most readily detected by pinching the web between the 1st and 2nd 
metacarpals. In this situation loss of bulk of the first dorsal interosseus 
muscle contrasts strongly with the normal hand. (2) Sensory limitation along 
the little and half the ring finger is often obvious. (3) In severe cases the 
classical clawed hand may be present. 

Treatment consists in operation. It should not be delayed, for its main 
object is to halt the progress of the disorder, although in early cases a 
gratifying degree of actual recovery takes place. At operation, the fibrous 
sheath is divided and the nerve is transposed to the front of the elbow and 
there embedded in muscle. 

SUMMARY 

(1) A group of ‘tunnel syndromes’ in the upper limb is described, in 
which a tendon or nerve has insufficient room to glide smoothly beneath a 
fibrous sheath. 

(2) Each syndrome has a characteristic history, and easily detectable signs. 

(3) The symptoms in all these syndromes are relieved immediately and 
with certainty by operation. 














TRIGGER THUMB 


By JOHN WILKS, M.B., F.R.C.S. 
Senior Surgical Registrar, The Hospital for Sick Children, Great Ormond Street 


THE purpose of this note is to draw attention to a minor but important 
condition, which is not as well known as it deserves to be. 

Over the five years, 1951-55, 63 children were referred to The Hospital 
for Sick Children, Great Ormond Street, for treatment of this condition, 
but in only five cases did the correct diagnosis accompany the patient. 
The most common misdiagnosis was ‘short flexor tendon’. ‘Ruptured 
extensor tendon’, ‘dislocation of the interphalangeal joint’, ‘fracture of the 
distal phalanx’ and ‘exostosis’ were among other suggestions. Once the exis- 
tence of the condition is known, the diagnosis is evident. The terminal 
phalanx is held flexed to half a right-angle, and manipulation fails to produce 
full extension. By palpation over the beginning of the flexor sheath, the 
thickening of the flexor tendon may be appreciated as the finger is moved. 

The term ‘trigger thumb’ is slightly misleading, as the forcible ‘click’ is 
not so often found in children as in adults, who can usually obtain full 
extension with vigorous effort. 

The initial lesion is probably a constriction of the opening of the sheath, 
which causes tight pressure and a spindle-shaped enlarg.ment of the flexor 
tendon. The etiology is obscure. It is not apparently related to trauma. 
In ten cases the condition is said to have been present at birth, but the exact 
time of the onset is probably not noticed with great accuracy. 


CLINICAL FEATURES 
Boys and girls weve equally affected. Ten children had affections of both 
thumbs. The typical cases all had the condition occurring in the thumb or 
thumbs only, but one had the condition in the left middle finger and right 
thumb, one in the left ring finger only, one in the right index finger only and 
one had involvement of the thumb, middle and ring fingers of both hands. 


TREATMENT 
The majority of children require operation, and this can be carried out as 
an outpatient under general anesthesia, with a bloodless field. A transverse 
incision is made in a crease at the base of the thumb. The tendon sheath is 
exposed and incised as far distally as is necessary to give room to move to 
the thickened tendon contained within. It is not essential that this cut in the 
sheath be made off the midline. 

Altogether, 47 patients were operated on, but four had to have a second 
operation later on, and this gave a good result. Three were left with slight 
limitation of extension. In the remainder, operation has either not yet been 
performed, or may not be needed, as in the mild cases there is often 
spontaneous improvement. 
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RISKS AND RADIATIONS 


By G. M. WYBURN, M.B., F.R.F.P.S. 
Regius Professor of Anatomy, University of Glasgow 


NEITHER the fear of an atomic war, nor concern about harmful radiations 
from nuclear fission, will prevent the increased use of atomic energy which, 
it is predicted, will in fifty years be producing about half the world’s power. 
It is right, however, that the public should know the level of the calculated 
risk which has to be balanced against the material benefits of atomic energy 
for mankind. There has been a considerable amount of uninformed talk 
about the dangers of atomic ‘fall out’ and contamination of the seas by the 
radioactive products of atomic explosions, which, if nothing else, has 
served to stimulate investigation by scientific committees in this country 
and in the United States. One of the most comprehensive of these is a 
study of the biological effects of atomic radiation made by the National 
Academy of Science of America, and published in a series of separate 
reports. 
INDUCED MUTATIONS 

Harmful radiations from nuclear fission or elsewhere are mainly the gamma 
rays and/or x-rays which penetrate the body of a human being, and, what 
matters most, cause chemical change in the hereditary material of the sex 
cells which will adversely affect the subsequent generations of a population. 
Such changes or mutations already occur spontaneously in the hereditary 
material of all living things from natural causes, e.g. background radiation 
from cosmic rays, and these spontaneous mutations, like the induced muta- 
tions from man-made radiations are mostly harmful and cause genetic 
damage which handicaps the progeny in some way or other. 


THE DANGER LEVEL 
One present difficulty is that we do not yet know enough about human 
heredity to be able to give a precise answer to the questions: ‘Just what 
is the danger level of radiation so far as genetic damage is concerned?’ 
and ‘What are the possible harmful remote effects?’ We do know, however, 
that what counts is the total accumulated dose to the reproductive cells of 
the individual from the beginning of his life up to the time a child is con- 
ceived; or, put in another way, what is genetically important to a child is 
the total radiation dose received by his parents. There can be no question 

therefore of a permissible minimum dose in terms of weeks or months. 
The American report makes an effort to give some idea of the amount 
of radiation which each of us, on average, receives at present. (The unit 
of measurement of radiation is the Reentgen, indicated as r.) On average, 
each person receives from natural radiation (cosmic rays) 4.5r over a period 
of thirty years and, on average, an additional 3r from medical x-rays over 
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the same period (some, of course, will receive more from x-rays, others 
none at all). Whilst it is difficult to estimate the increase in harmful radiation 
from the ‘fall out’ of radioactive material due to the testing of atomic 
weapons, the U.S. Atomic Energy Commission gives a range from 0.o2r 
to 0.5r in thirty years, provided weapon testing remains at the present ievel. 
In this respect the American Report agrees with the recent British one, 
that the radiation dose from ‘fall out’ is at present insignificant but cautions 
that it is to be anticipated that in the years ahead a slowly rising back- 
ground of radiation will become manifest in agricultural crop and food 
products. Already the natural radioactivity content of food now consumed 
by animals and man is not the same as in the pre-atomic age and, although 
extremely small, the increment is measurable. 


THE POTENTIAL RISK 
Whilst there is some basis for hoping that we may eventually be able to 
control the rate of spontaneous and induced mutations, it is nevertheless 
desirable that we should have some idea of how much additional man-made 
radiation it would take to double the present spontaneous mutation rate; 
the so-called ‘doubling dose’. Again there is the difficulty that any figures 
available are based on experimental data obtained for lower forms of life 
and may require a significant correction factor before application to man, 
but it is agreed in general that the range of the ‘doubling dose’ is 30 to 8or. 
To give meaning to these figures, the report gives statistics showing tangible 
genetic defects from the ‘doubling dose’ to a population. It is known that 
2 per cent. of the total live births in the United States have defects of 
genetic origin: i.e. due to spontaneous mutations somewhere back along the 
line of ancestors. With a ‘doubling dose’ of radiation the 2 per cent. would 
become 4 per cent. or, more explicitly, of the next 100,000,000 births in 
the United States (the expected number of children from the present live 
population), 2,000,000 would have genetic defects and over the next few 
generations this would gradually rise to 4,000,000 at the rate of 200,000 
per generation. The report recommends that the life-time dose of radiation 
for an individual should not be increased by more than ror over the amount 
at present unavoidably received from background radiation, remembering 
that many people are already using up 3 to 4r of this safety margin from 
medical x-rays. 
THE PROBLEM OF ATOMIC ‘WASTE’ 

As the seas cover about three-quarters of the earth’s surface they will 
become the final reservoir for radioactive material whether from weapon 
testing, ‘waste’ from atomic plants, or indirectly from the use of radio- 
active isotopes elsewhere. There is much less natural radiation in the sea 
than in the atmosphere, and so far weapon testing has increased this by only 
a negligible amount. Thirteen months after the Bikini explosion, the radio- 
activity of the seas had been increased by one-fifth, 3,500 miles away. 
Although some purification occurs from dilution, and decay of short-lived 














728 THE PRACTITIONER 


radioactive waste, there will finally be a balance between purification and 
the rate of contamination: a steady state which, it is reckoned, will, by the 
time half the production of world power is from atomic plants, be double 
the total natural radiation in the seas. It has to be remembered, however, 
that certain elements can be taken up and concentrated by the small plant 
and animal life of the sea, which in turn are the food for the larger living 
forms, where, depending upon the life span, the radioactive material can 
remain and accumulate over much longer periods. Shell fish concentrate 
radioactive calcium and strontium, fish concentrate radioactive zinc. 
Strontium is particularly dangerous to human beings as a long-life radio- 
isotope, which accumulates in the bones. It is obvious therefore that there 
would be danger in the indiscriminate dumping of large quantities of 
radioactive waste in surface coastal waters, the home of commercially im- 
portant fish, and we require to know much more about the exchange 
processes between living organisms and the water, and the rate of mixing 
of deep with surface waters. 

The ideal dumping grounds are the bottoms of deep oceans, e.g. the 
Atlantic, where it takes 100 to 150 years for the deep waters to come to 
the surface, by which time there would be a considerable dilution and 
decay of radioactivity. It is estimated that in the deepest parts of the Black 
Sea it would take 2,500 years for the renewal of surface water by deep water. 

On the credit side, radioactive elements in the sea can be used to give 
further information and understanding about the movements and circu- 
lation of the oceans of the earth, about the various steps in the food chain 

plant and animal plankton, small and large fish—helpful in an evaluation 
of the potential resources of the sea as a source of food. Radiation tech- 
niques provide new tools which may aid agricultural yields by improving 
and enhancing the efficiency of production methods. 


CONCLUSION 

The use of x-rays in medical diagnosis and treatment and the use of 
radioisotopes in industry and other fields is not likely to diminish. In 
other ways radioactivity has become a modern fashion. There is, for instance, 
some penetrating radiation from television screens, self-illuminating control 
panels on modern aircraft and even self-illuminating watches. It is both 
instructive and disconcerting to bring the dial of a self-illuminating watch 
close to a ‘Geiger’ counter which registers the presence of radiation par- 
ticles by a crescendo of crackling. There are now even radioactive toys for 
children and, in the rest rooms of the United States, self-illuminating toilet 
seats to add their quota of destructive particles. Each by itself is a triviality, 
but collectively adds up to a total of radiation administrated in each genera- 
tion capable of producing sufficient new mutations to increase significantly 
the genetic load of the human race. 
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anD DESMOND O'NEILL, M.C., M.D., M.R.C.P., D.P.M. 
Physician, Department of Psychiatry, St. Mary's Hospital 


In his book ‘Stress and Disease’, Harold Wolff (1952) comments that if the 
word ‘stress’ is to enter the language of biological science it must be clearly 
defined. He employs the term to mean the internal or resisting force brought 
into action in the organism by external forces or pressures from the environ- 
ment. The interaction between man and his environment may set up 
changes in himself which impair his physical and mental well-being; if the 
impairment is of more than slight degree it constitutes an illness. There 
is a variety of such illnesses, and they may be collectively termed stress 
disorders. In Western society, at any rate, much the most important form 
of interaction which leads to the appearance of a stress disorder is that 
between man and his fellow-beings. For example, disharmony between a 
man and his wife can cause illness, with changes in bodily function and 
structure, in either partner or in both. 

In an earlier report in The Practitioner (Finlay et al., 1954) we examined 
the incidence of stress disorders in Britain among the patients of six general 
practitioners during one month in each of the four seasons of one year. 
We drew up a list which was agreed on as representing most of the common 
stress disorders met with in practice, and each practitioner kept records of 
the incidence of these disorders in the day’s work as compared with all the 
rest. By and large, our results showed that about one-fifth of the patients 
seen in any one day in an urban practice suffer from stress disorders; in 
country practice the proportion is in the order of 10 to 15 per cent. 

These proportions are large, larger than we had expected. The simi- 
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larity of our results in the four urban and suburban, and the two rural 
practices was close enough for us to place some reliance on their accuracy. 
But to recognize the existence of this big block of the doctor’s work which 
is made up of stress disorders is at once to raise a number of new and im- 
portant questions. If indeed, as we believe, one patient in every four who 
walks into the surgery, in a town practice, has an illness associated with 
emotional discontent, which requires special handling, what is the prac- 
titioner going to do about it? Is he going to refer them all to a psychiatric 
clinic? This is neither a desirable nor a practical solution. Is he going to 
treat them himself, and if so, how? What results does he get? 


SCOPE OF PRESENT INVESTIGATION 

We felt that these were questions which ought to be answered, and this 
report is an attempt to answer them. We set ourselves the task of finding 
out what methods are being used in the handling of stress disorders, and 
what sort of relief is given to the patient. Of the six practices, two (Hart 
and Watts) are rural, two urban (Horder and Hopkins), one suburban 
(Finlay) and one differs from the rest in being a special group of university 
students (Malleson). In each practice the case material was a series of 
twenty consecutive patients with stress disorder treated by various means 
and followed up over a period of not less than six months. Where the 
follow-up findings were not considered adequate, the case was dropped 
from the series; the number of cases reported on in some instances is 
therefore less than twenty. 

The list of disorders given in the first report was taken as a basis for 
diagnosis of a stress disorder. We did not try to separate these illnesses 
into subgroups. We took the view that if the illness was indeed regarded 
as a reaction to stress, it was more important to record it in this general 
category than to argue about the heading under which it should fall. The 
kinds of illness we were dealing with will be seen in what follows. For 
example, in one series (Hart) the main symptoms for which the patients 
sought advice were: 


(1) Lassitude (11) Indigestion 

(2) Blinking (12) Dysmenorrheea 

(3) Nausea (13) Abdominal discomfort and head- 

(4) Headache aches 

(5) Heartburn and lump in throat (14) Heartburn 

(6) Palpitation (15) Palpitation and sense of suffoca- 

(7) Precordial pain tion 

(8) Bad heads and hot flushes (16) Amenorrheea 

(9) Abdominal discomfort (17) Anorexia 

(10) Bad heads (18) Inability to draw a deep breath 

The divisions of treatment were defined thus: 

(1) Reassurance only (5) Referral to psychiatrist 

(2) Sedation (6) Therapy of somatic disorder by 

(3) Explanation only general practitioner or specialist 

(4) Interviews with interpretation (7) Advice on mode of life 


and the results of treatment thus: 
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(a) Much improved or symptom free. (b) Improved. (c) No change. (d) Worse. 
(e) Recovery, and appearance of new disorder. 


RESULTS 
The results are summarized in table I. 





(c) (d) 





























(a (b) 
Much im- | 
| "Nown proved or Improved | Nochange | Worse 
Name | or | Total| Symptom free se — ! pa 
| country | | No.| Methods| No.| Methods) No.| Methods| No.) Methods 
—_—— | ———_| — —- — | ————— 
Finlay | Town | 16 | 10 1-4 3/1,3.4 3 | 2,67 )— — 
Horder | Town | 18 8 | 1-3,6,7 5 | 1-4,6,7| 41] 1,2,4-6 I 7 
Hopkins | Town 19 | 13 1-7 4; 3% | 2 11,3,5,6| — ~ 
Hart |Country| 18 | ir | 1-7 | S| 1-6 2] 1-3 — — 
Watts (Country; 20/13] 1-7 | 3] 1-47 4 1-5 - - 
Malleson| Univer- 15 9 | 1-4,6,7]| 4 | 1-3, 5-7 1 5 1}1,3,7 
sity 
Total 106 | 64 24 | 16 2 





(Two cases in group (e)—recovery and appearance of new disorder—are listed here 
under group (a).) 


Tasie I.—Summary of results of treatment of stress disorders in 106 patients. 


The period of observation for every patient in the series was six months 
or over. 

These results show that, broadly speaking, about half of a random series 
of patients with common stress disorders may be expected to show much 
improvement, or recover altogether, under the kind of therapy which a 
practitioner can himself give. Only four of the 64 patients in group (a) were 
sent for specialist psychiatric care. A smaller number will improve, and a 
proportion (one-fifth to one-tenth) will remain as they were. As only two 
of the entire series were shown as ‘worse’, deterioration of a stress disorder 
under general-practitioner care does not seem to be much of a risk. 

What kinds of illness fared best under treatment? To help answer this 
important question we may cite as examples some brief case records of 
patients who did well. 


CASE RECORDS 

Mr. F. B., an engineer, aged 41 years, was first seen on January 24, 1955. The 
presenting symptom was acute anxiety with dyspepsia. ‘The method of treatment was 
4 (interviews with interpretation). The total time involved in treatment was two 
hours. 

This man had been troubled by acute indigestion for three weeks. The pain was 
so severe as to waken him between 3 and 4 o’clock each morning. No organic cause 
could be discovered. It was evident that he was a very anxious person, and when 
he was told that this sort of indigestion often accompanies worry he spoke freely 
of his troubles at business. At the end of the discussion he said he could now see 
why he had suffered from similar pains in the past, and that he was determined 
to get out of the habit of taking his work home with him. He was also going to 
alter his attitude towards his employers. 
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When seen on February 1, he was free from symptoms, and felt very much 
better in himself. He came again in June to have his ears syringed for cerumen, 
and on this occasion he was able to say that he had been feeling better for the past 
four months than for many years previously. (P.H.) 

Mrs. Q. N., a speech therapist, aged 30 years, was first seen on January 24, 1955. 
Seen six times. The methods of treatment were 3 and 4 (explanation, and inter- 
views with interpretation). The total time involved in treatment was two hours. 
The presenting symptoms were coryza, backache and feverishness (tem- 
perature normal), general fatigue. 

The patient was first seen in January when she was feeling very ill with a cold 
in the head, and could not get up. She denied any form of worry, and the head 
cold was treated by simple measures. One month later she returned complaining 
that she still felt very tired, that she had pain in her left chest, and that she easily 
became breathless. Physical examination revealed no abnormality. She still denied 
that she had any cause for worry. When seen two weeks later she still had the 
same symptoms, and was now clearly depressed. When asked why she was so un- 
happy she broke down and cried, and then talked at length about certain difficulties 
between herself and her husband. On my suggestion she brought her husband to 
see me a week later, and we all discussed the situation. As a result of this she is 
now free from all symptoms, and the relationship between herself and her husband 
is excellent. (P.H.) 

Miss N. O., a draughtswoman, aged 29 years, was first seen on February 7, 1955. 
She was seen only once. The method of treatment was 1 (reassurance only). The 
presenting symptom was pain in the chest, with anxiety. The total time involved 
in treatment was 45 minutes. 

This patient came to ask me for a letter of referral to a heart specialist whom 
she had previously seen four years ago. At first she seemed surprised that I wanted 
to know more about her reasons for returning to hospital before giving her the 
letter, and then she told me about the pain in her left chest. 

Clinically, apart from a systolic murmur loudest at the pulmonary area, there 
was no evidence of physical disease. The cardiologist she had seen in 1951 reported 
at that time that there was an atrial septal defect. I was able to reassure her, and 
following this she has remained well. (P.H.) 


From our results we feel it unwise to generalize about the kinds of illness, 
and the kinds of patients, who did well under treatment, and those who 
did not, beyond the principle which applies elsewhere in the therapy of 
stress disorder: that the patient’s intelligence, his responsiveness, and his 
motivation to recovery are the three most important factors to be appraised. 


THE SCOPE AND LIMITS OF PSYCHOTHERAPY IN 
GENERAL PRACTICE 
(Arthur Watts) 
The range of psychotherapy in general practice depends upon the practi- 
tioner’s ability to sort out his patients. The neurotic who will benefit by 
treatment is worthy of considerable time and effort. The hypochondriac 
who is incurable needs to have his treatment strictly rationed: just enough 
in fact to keep him out of the hands of quacks. 

Psychotherapy as applied in general practice is made up of two phases. 
The first is a stage of exploration, and the second that of treatment. The 
practitioner, having decided that the patient is suffering from a stress dis- 
order and having excluded organic disease which is relevant, starts on a 
voyage of exploration. The patient is encouraged to talk, first about his 
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symptoms, then about his general life situation, his hopes, his fears, and 
his frustrations. In this process of talking, or indeed the silence which 
sometimes descends, the practitioner is able to pick up clues about the 
patient’s attitude to life, and also about his feeling towards the doctor 
himself. 

Exploratory psychotherapy allows the doctor to sort out his patients into 
various categories: (a) Patients who can be treated actively by psycho- 
therapy. (b) Patients who need observation and repeated encouragement 
until the condition passes over. (c) Patients who are seriously disordered 
and need the help of a psychiatrist. (d) Chronic patients who are incurable. 
These categories need a closer consideration. 

Patients who can be treated actively by psychotherapy.—This is the anxiety 
state which in a patient of reasonable personality has a good prognosis. 
From the start the patient is cooperative with his doctor, interested in the 
psychotherapeutic approach, and between sessions has usually thought of 
new material he wishes to tell his doctor and discuss with him. To begin 
with he has some reserves, but gradually these are demolished, so that he 
is prepared to reveal intimacies of life he would never have broached in the 
early essions. As the problem emerges, patients can again be subdivided 
into two categories. Sometimes the problem can be cleared up. A fear can 
be allayed a domestic situation eased, ignorance enlightened, and so on. 
Sometimes the problem is insoluble, as in the case of a mother-in-law 
situation or a sick or difficult spouse. In these cases frank discussion 
of the situation may make the problem more bearable and life more tolerable 
for the victim. Some such cases require maintenance doses of sympathy, 
understanding and encouragement at intervals. 

Patients who need observation and repeated encouragement until the con- 
dition passes over.—This group consists mainly of two types of patient. 

(a) Mild endogenous depressions come into this category. At first sight 
these look like anxiety states, but exploratory psychotherapy sorts them out. 
They are insistent that they are ill and they need help, but they show little 
or no interest in psychotherapy as such. They enjoy understanding and 
sympathy, together with repeated reassurance. These patients need to be 
kept under observation twice weekly in the first instance, to see which way 
the depression is likely to go. The majority gradually improve spon- 
taneously. Some get worse and need to be referred to a psychiatrist with a 
view to electroplexy, either as an outpatient or as a voluntary patient in a 
mental hospital. Any mildly depressed patient who does not improve after 
three months of observation should be referred to a psychiatrist. 

(b) The hysterical patient with an inadequate personality who forms a 
good rapport with his doctor is likely to come to the surgery from time to 
time for a dose of reassurance and encouragement. He may require a 
placebo, a week or so on the club, and then he can be persuaded back to 
work where he will stay as a useful member of society until his next attack, 
months, maybe years, ahead. 
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Patients who are seriously disordered and need the help of a psychiatrist.— 
The third group of patients are those who are seriously disordered. All 
schizophrenic patients, severe depressions, and the more profound anxiety 
states come into this category. There are, however, few anxiety states which 
cannot be solved at general-practice level. The neurotic needing deep 
therapy is a rarity. 

Chronic patients who are incurable.—This important class of patient is 
time-consuming and unrewarding. He is a hypochondriac and his condition 
is due very largely to one of three conditions: (1) hysteria with an inadequate 
personality, and often a low intelligence, (2) an unresolved and insoluble 
reality situation, (3) a chronic depression which will not respond to electro- 
plexy. There is also a small group of chronic schizophrenic patients who 
live quite adequately at home and may need supportive treatment from 
their general practitioner. All these are unresponsive to psychotherapy, but 
they remain the responsibility of the general practitioner. 

Opponents of psychotherapy in general practice will bring many argu- 
ments to bear against such treatment. It is suggested that the good rapport 
may produce the ‘clinging vine’ type of patient. I have about four such 
dependent patients, but none have had psychotherapy lavished on them. 
Does such rapport produce embarrassing emotional attechments? The 
practitioner who uses psychotherapy should be happily married, reasonably 
well adjusted, and at all times aware of what is going on. With these safe- 
guards there is little danger. 

Can a general-practitioner psychotherapist stir up trouble lying dormant 
and thus make the patient worse? This is not my experience. Whenever 
the situation has deteriorated, the patient has proved to be a schizophrenic. 
All such cases should be passed on to the consultant. They usually do well 
as they are in the early stages of the disease. 

The time factor limits the scope of psychotherapy, but this is dealt with 
in another section. 


THE DOCTOR’S APPROACH 
(Philip Hopkins) 

The practitioner wishing to use psychotherapeutic methods accepts that his 
patients consult him because they feel that there is something wrong with 
them. The fact that the doctor may consider the complaint unimportant 
or ‘trivial’ only emphasizes the need these patients have for help. Just as 
the proverbial last straw may break the camel’s back, so literally the extra 
anxiety produced by a ‘trivial’ complaint may bring the patient who is 
already loaded with anxiety to the doctor in search of help. I have described 
elsewhere (Hopkins, 1955) how patients may present with conventional 
complaints which may aptly be termed ‘masking symptoms’, but once the 
doctor shows he is concerned more about the person than the symptoms 
the underlying emotional conflicts are expressed readily enough. 

For this method to be successful it is necessary for the doctor to be able 
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to let the patient do the talking. At first this may not be easy, as the doctor’s 
training teaches him to direct the interview with the patient so that he 
narrows his attention only to those questions thought to be most relevant 
to the possible diagnosis. By this means on'y the material considered im- 
portant by the doctor is elicited, while the nyaterial which may be of vital 
importance to the patient is not expressed. Conventional history-taking 
has a limited use when a patient is consulting for the first time, or is appear- 
ing with a new illness. It is followed by whatever physical examination and 
special investigations that may be needed, but when a stress disorder is 
diagnosed it is as well to change the technique in order to go further. It is 
not out of place here to state that the diagnosis of a stress disorder should 
be made on the positive evidence obtained in the history and on examination 
of the patient’s personality structure—and not by elimination of so-called 
‘organic disease’. 

The example that follows shows how a patient was encouraged to talk 
herself well with only the minimum help from the doctor. 

A forty-one-year-old married woman consulted me on January 24, 1955, com- 
plaining of a painful discharging ear; there had also been multipie bodily pains 
together with a ‘bursting feeling in the head’ and depression. Physical examination 
revealed a mild otitis externa, but further questioning elicited the fact that the ear 
had only been troubling her for a few days whereas the other symptoms had been 
present for three weeks. It seemed that the otitis externa was of secondary im- 
portance (the ‘masking symptom’), and the chief illness was some form of emotional 
disturbance. 

It was suggested that she should talk more about her symptoms and describe 
what was happening at the time of their onset. After some general talk about how 
bad she felt, she made reference to her unhappy marriage, and with encouragement 
went on until she came to say how worried she was about her five-year-old only son. 
Three weeks ago he had been examined by the school doctor who told her that 
his vision was not normal and that he might require glasses. Suddenly she asked: 
‘Doctor, could his bad eyes be because of the measles he had last year? I didn’t 
keep the room dark like I should have done—is it my fault he’s got bad eyes?’ 
Whereupon she collapsed into a flood of tears, accompanied by repeated mutterings 
of self-reproach. 

Here was something worth discussing, and it was soon possible to show her how 
her feelings of self-reproach and guilt had been making her depressed and tense, 
and this in turn had produced her bodily pains. She was reassured that her actions 
had nothing to do with the child’s need for glasses. She later added that whenever 
she gets upset she tends to scratch inside her ears—and she asked could this have 
had anything to do with the trouble with the ear that had brought her to the doctor. 

When seen a week later there was considerable improvement in her condition 
—there was no depression, sleep was normal and all bodily symptoms had cleared 
up. The otitis externa had responded well to nothing more than 20 per cent. sur- 
gical spirit drops. Furthermore, she had found a part-time jo» which had,been 
suggested might provide some interest for her now that her son was at school. 
She has remained well up till the present time of writing. 

It is interesting to speculate what might have happened had this patient’s 
complaint of a painful running ear been taken at its face value. In eighteen 
months’ time she may well have been like another patient seen recently for 
the first time; her otitis externa had been going on for nearly two years. 
She has been seen by two ear, nose and throat specialists (and a succession 
of house surgeons) who between them have tried most of the contents of 
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the pharmacopezia with little effect! 

Psychotherapeutic methods take up a good deal of time, but this is not 
a sound argument against their use. The patient described above required 
little more than an hour in January 1955. She has not required other 
medical attention during the rest of the year, but with only superficial 
treatment she may well have attended surgery for five to ten minutes every 
week or two for treatment for chronic otitis externa—unless of course she 
had been referred to join the already overcrowded outpatient E.N.T. clinic. 

The necessary attitude of the doctor’s mind, the faculty of being able to 
listen and the question of time have been mentioned. One further important 
factor is involved—the doctor himself. He must deal not only with his 
patient’s anxieties, but he must also be able to deal with his own anxieties 
when they are evoked by the patient. Often this forms the most difficult 
barrier of all, but there is a good chance that it can be overcome when once 
the doctor has become aware of its existence. The main requirement of the 
doctor is that he should be able to listen. He has to deal not only with the 
patient’s anxieties, but perhaps also with anxieties in himself that are 
aroused by the patient. He may become impatient from a feeling of frustra- 
tion that he is not able to do more for the patient with long-standing 
psychoneurosis, but he must be able to accept that such patients may be 
incurable in the same sense as those with inoperable cancer. Sympathy and 
kindness are still very much needed. A fuller understanding of the doctor- 
patient relationship and the nature of stress disorder makes the doctor’s 
work many times more interesting and satisfying. 


THE PROBLEM OF TIME 
(John Horder) 


No general practitioner can escape his quota of stress disorders among his 
patients. If he were to try to send them all to psychiatrists, many would 
not go, and most of the remainder would have to be returned to him 
because there are not enough psychiatrists to treat them. He must somehow 
deal with most of them himself. But if it takes a psychiatrist months of 
concentrated listening to cure a patient, what can the general practitioner 
hope to do, when he has all his other problems to fill his time and worry 
his mind? That he can achieve a certain measure of success is the experience 
of any practitioner who is interested in this work, and the results obtained 
by our group, and shown elsewhere in this symposium, confirm this 
impression. 

The purpose of my contribution is to show how much time we used in 
obtaining these results, to consider whether the amount of time spent on a 
case influenced the outcome, and to discuss whether it is justifiable to give 
time generously to this type of case. Records were kept for six months by 
each of us of the number of interviews, the length of each interview and 
whether it took place within or outside normal surgery hours. The results 
were recorded in four categories—‘much improved’, ‘improved’, ‘no change’, 
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‘worse’—and were assessed by each doctor for his own cases. 

The total range of time spent.—The shortest case took five minutes and 
the longest twenty hours. The average for the cases of all six doctors 
was 14 hours, but there was considerable variation between us, most of us 
giving an average of less than this time to each case in the period of the study. 

The number of interviews.—The smallest number was a single interview, 
the largest number 28 and the average four. Most of us in fact saw these 
patients once or twice or three times, the average being influenced by the 
occasional much larger number of interviews given to one patient. 

The length of interview.—The shortest interview lasted 2} minutes and the 
longest 60 minutes. The average length was 21 minutes. Of the 106 cases, 
15 received interviews longer than half an hour. 

Were the cases seen within or outside surgery hours?—6g cases were seen 
within, and 40 cases outside normal surgery hours. There was a consider- 
able variation here between different members of our group. 














| Much improved Improved No change Worse 
Longest cases 20 13 7 eS 2 
Shortest cases 29 3 6 3 








Tasie I1.—Comparison of results of treatment in the 42 patients receiving the longest 
period of treatment, and the 42 receiving the shortest period of treatment. 


Did the total time spent influence the results?—-The seven patients on whom 
each doctor spent the longest time were selected and a total group of 42 
cases thus collected. The results of this group are compared in table II 
with the results in the 42 patients who received least time (selected from 
each doctor in a similar way). If the two groups, ‘much improved’ and 
‘improved’, are combined and compared with the two combined groups 
‘no change’ and ‘worse’, the ratios are 3.6: 1 for the longest cases and 
3.7 : 1 for the shortest cases. There is no significant difference between 
the groups. 

Did the length of interview influence the results?—The influence of the 
length of interview is shown in table III. If the two groups ‘much im- 











| 
Length of interview Much improved | Improved No change Worse 
Less than 10 minutes 18 2 5 ° 
10 to 30 minutes 37 18 10 4 
30 to 90 minutes 9 4 2 — 
Tasie III.—Influence of length of interview on results of therapy. 


proved’ and ‘improved’ are again combined and compared with the two 
combined groups ‘no change’ and ‘worse’, the ratios are 4 : 1 for inter- 
views of less than 10 minutes, 3.9 : 1 for interviews of 10 to 30 minutes, 
and 6.5 : 1 for interviews of 30 to go minutes. These ratios suggest that 
there is an advantage in giving longer interviews in these cases. As there 








738 THE PRACTITIONER 


were only 15 cases in the group who had interviews longer than 30 minutes, 
however, this result cannot be regarded as more than a pointer to the need 
for studying a larger number of cases. 

Was there any advantage to the patient in being treated outside surgery 
hours?—A comparison of the results of the 60 patients seen within surgery 
hours and of the 40 patients seen outside surgery hours (table 1V) shows 
that those seen by special appointment fared better. 











Much improved No change or 
When seen or improved worse Ratio 
Inside surgery hours 52 15 2.22% 
Outside surgery hours 32 6 5.4:1 





Tas_e IV.—Comparison of results in 60 patients seen during surgery hours and in 40 
patients seen outside surgery hours. 


Is it justifiable to spend time?—Our results show that the patients with 
stress disorders gain by being given long interviews and by being treated 
outside ordinary surgery hours. They do not suggest that the patients who 
see their doctor for, say, 12 hours in the six months of study did any better 
than those who spent a total of a quarter of an hour with him. A number 
of our cases did in fact, however, spend many hours with us over the six 
months. We have to justify such expenditure of time when time is the 
general practitioner’s most persistent problem. Our justification can only 
be based on opinion. It may well be that others will disagree, and we are 
not in a position to appeal to our results as a proof that it was right to 
spend time in this way. 

We found that, in dealing with a number of these patients, we could not 
touch their problem in any other way. The symptoms, being atypical, 
needed careful assessment. Full physical examination was usually necessary 
in order to convince both patient and doctor that nothing was being missed. 
At the end of this process, we were often faced with an undeclared problem, 
to elicit which listening and discussion seemed the only approach. Thus, 
in some cases a considerable time was needed even to reach a full diagnosis, 
and to decide on the type of treatment. This was something which we could 
all achieve. It was in varying degrees, according to our training and experi- 
ence, that we felt able to tackle by psychological methods the problems 
thus presented. We found that some of the problems were much more 
complicated and deep-seated than appeared at first sight, and not a few 
were insoluble. These more complicated problems took more time and it 
is therefore not surprising that the results with some of the cases receiving 
more time were no better than with those receiving less. 

Whatever the intention of the doctor, these patients were frequent 
attenders. Some of them, in any case, showed a strong desire to take up 
time however busy the surgery. We had the impression that it was better 
to accept this situation, and found that the patient was grateful for being 
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listened to and taken seriously. We found that a more satisfactory relation- 
ship between doctor and patient resulted. 

Some of our cases, by talking, discussing, or hearing their symptoms 
interpreted by the doctor, were able to recognize their real difficulty and 
solve it. The satisfactory nature of these successful cases seemed to justify 
expenditure of time on others, even though the results were not always as 
good. Without spending time it was impossible to pick out the problem 
which could be solved. 

Our final justification is best expressed as an example. 


A woman of 52 consulted me because of depression, which she said had troubled 
her for five years. Three years previously she had suffered multiple fractures of 
the pelvis in a car accident and two years previously had had a total removal of 
one breast for carcinoma. 

I said to her: ‘Mrs. H., you have described to me a serious injury and a serious 
operation and the depression which you have been feeling. Which of these three 
things has been the worst for you?’ 

She replied at once: “The depression’. 


ADVICE ON THE MODE OF LIFE 
(Nicholas Malleson) 
It is always said that the good doctor should be a guide, philospher and 
friend. In this investigation we thought it apposite to see to what extent 
we were actually giving advice or guidance over and above the specific 
instructions on medicine-taking, diet and the like. 

There is no doubt that, among this group of practitioners at any rate, 
the giving of direct advice is not very common. The only notable exception 
was in my own university practice where the giving of firm advice, as on 
study practice during examinations and other crises, is common. Otherwise, 
in this series, most practitioners gave little or no specific advice outside the 
strictly therapeutic. 

In discussing the question of advice the practitioners recognized only 
few occasions where it was normally appropriate. One was in the case of 
change of occupation, where the job was clearly unsuitable medically 
(i.e. too dusty); another was in the matter of handling children; a third, 
though much less common, occasion was with marital relations generally, 
and sometimes specifically sexual problems. But by and large patients did 
not ask for direct advice very often; and even if they asked they seemed 
often not to follow it. The feeling among practitioners was that patients 
usually seek only for the advice that supports them in what they have 
already decided to do. This may not matter in tne case of the more material 
problems, but when subjective psychological problems are concerned, the 
doctor should be careful not to get involved. If things go wrong the doctor 
who gives advice is blamed; that matters not to the doctor, whose back is 
broad, but often it is a disadvantage to a patient who, in the long run, must 
face up to accepting his own responsibility. If a doctor is too ready to give 
advice it may serve only to increase an unstable patient’s dependence, 
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Finally, there is a certain moral problem inherent in the giving of specific 
advice. Having regard for the mantle of apparent infallibility with which 
the doctor is nowadays invested, is it right to offer advice, the validity of 
which the patient may have no objective assessment? On the whole, this 
group of practitioners feels it is not. 


A COMMENT ON METHOD 
(Bernard Finlay) 

This study brought out some interesting results, and also some unexpected 
facts with regard to the doctor’s feelings. There are some patients in whom 
no physical disease can be found, and in whom placebos do not help. 
When tackled by a psychosomatic approach, a feeling of confidence and 
interest is produced, in marked contrast to the frustrated and inadequate 
feelings, and even irritation, the doctor usually has about this type of 
patient. There is a satisfaction in doing something positive and going in 
the right direction, which differs from the tendency one has otherwise to 
get the patient out of the surgery as soon as possible. As a result of this 
approach there is also a tendency to view patients more sympathetically, 
and not as near malingerers. The patients, too, seem to sense this difference 
in attitude. The results obtained by this approach are, in many cases, far 
superior to the usual methods. 

Unsatisfactory results were sometimes due to low intelligence in the 
patient, sometimes to unalterable environmental factors, and sometimes, no 
doubt, due to inadequacy in the skill of the doctor. It is believed, however, 
that no better results would have been obtained by a specialist unless he 
were prepared to give intensive psychotherapy which, in general, is not 
offered by the hospital consultant. 

From our previous survey it was shown that the general practitioner 
might expect to see a stress disorder in 20 per cent. of his patients. The 
present analysis shows, however, that in this 20 per cent. many of the dis- 
abilities are of minor importance, as in case 3, a married woman aged 48, 
complaining of being run down, tired and exhausted, for the past two 
weeks, who showed on brief examination no obvious physical cause. She 
was considered to be suffering from a stress disorder, and the fact that 
reassurance and sedation gave relief within a week confirms this. It is true 
that prolonged interviews might have revealed an emotional basis for the 
illness, but it was felt that this was not justifiable in such a case. Most 
general practitioners will tackle this type of case in the same way, whether 
or not they are interested in, or even aware of, a possible psychological 
origin of symptoms. On the other hand, it gave some satisfaction and objec- 
tivity to realize why one gave simple reassurance: i.e. because the disability 
was not very severe, and not only because, by tradition, the general prac- 
titioner is the ‘family friend’ who always reassures. 

Of particular interest was the apparent mildness of the complaint in 
some patients, and the degree of disablement. All of those treated by simple 
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reassurance seemed only mildly troubled, and made very few surgery con- 
sultations, or required home visits. In others, however, the severity of the 
complaint fluctuated, but many seemed to be content to suffer their trouble 
for long periods without consulting the doctor, and then might appear at 
the surgery repeatedly for a spell. The handling of these cases by long 
interviews tended to make consultations more frequent early on, but after 
several weeks this effect was cancelled out. 

The difficulties of treating patients by psychiatric techniques in general 
practice are due to the time necessary, the lack of suitable technique or 
training in this method, and thereafter getting the patient to accept the 
diagnosis, and to cooperate in giving a history which otherwise they would 
consider irrelevant. More general practitioners, however, will be forced to 
adopt this method in view of the large number of cases and the unsatis- 
factory outcome of sending patients to physicians who feel that they have 
dealt with the case adequately enough from their position by reporting to 
the general practitioner that they can find nothing organically wrong, and 
suggest a sedative or something similar. 

As a result of this survey, we believe that in many cases a psychiatric 
approach, with a relatively longish time spent initially, was in the long run 
the most satisfactory way to deal with stress disorders. Some of the cases 
did not improve satisfactorily, but at least the reason was usually appreciated. 
The possibility of some other technique or other doctor getting better 
results was not considered to be likely, unless a better psychiatric technique, 
by someone more experienced and spending more time, had been used. 


NOTES ON STRESS DISORDERS IN COUNTRY PRACTICE 
(David Hart) 

The doctor working in a small country practice is, on balance, at an advan- 
tage in treating his patients’ ‘nerves’, compared with the suburban or town 
doctor. The progress of his patients is probably the commonest general 
subject of discussion in the village, and given reasonable luck and ordinary 
skill he will come in time to be trusted in advance by patients whom he 
has never had occasion to treat before. I imagine that in most towns the 
population is less stable and the interchange of gossip less intense than in 
the country, and that therefore relatively more time may have to be spent 
with each new patient in building up a satisfactory understanding. 

At the same time the vigour of local gossip makes it more than ever 
important not to make the diagnosis of ‘nerves’ too quickly, however 
probable it may seem. Sooner or later one will make a mistake but the 
later one’s first blunder comes the better and the less widely publicized it 
will be. Looking back on my own beginnings I can see clearly that I tried 
to be in too much of a hurry to ferret out precise causes of tension, asking 
direct questions and being generally too inquisitive and altogether too free 
with advice. Not unnaturally, this approach was usually unsuccessful and 
often resented, and I found my patients going to my partners for advice 
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instead of to me. 

Patients need time to sum the doctor up and decide whether he is to be 
trusted as the recipient of confidences. Here the country doctor is at a dis- 
advantage compared with, in particular, the remote psychiatrist, since 
patients are much less inclined to deliver themselves of some shameful 
admission when they know that for many years to come the almost daily 
sight of the doctor or his car will be a painful reminder to them. 

An ever-present difficulty is in the use of time. How much time dare 
one spend on a particular patient? In general, time spent in thorough 
history-taking and examination is time well spent in building up rapport, 
quite apart from the unexpected and unrelated organic disorders which are 
sometimes disclosed; but it is often best postponed in extenso for a few 
days until sufficient time can be made available. Further investigations may 
be needed but if the story points to a psychosomatic basis some progress 
can be made in explaining the ways in which the mind can influence the 
body, while the results of the investigations are awaited. 

I have found it most profitable at first to do no more than indicate likely 
causes and one soon acquires a small repertoire of illustrative cases: for 
example, patients will readily accept that the feeling of inability to draw a 
satisfying breath, a common symptom of anxiety, may be a reflection of 
fear of disease or possibly of feelings of guilt. In many cases this alone is 
sufficient to relieve symptoms, whether or not the patient admits to anxiety 
or divulges the cause. Sometimes it makes the patient worse and this I have 
found in two cases to be a warning that I was dealing with the beginnings 
of a psychosis; and in another that I had missed an organic disease. One 
can uncover further likely causes of half-recognized anxiety: for example, 
failure to make due allowance for conflicts between affection and duty 
towards husband and towards parents, or failure to understand that feelings 
of love and resentment for a demanding parent can coexist without disloyalty. 

I have had no training in psychotherapy and have not attempted anything 
of a technical nature such as play analysis or narcoanalysis, although there 
may well be a place for such procedures in general practice, given the time, 
the opportunity and a more adventurous heart than mine. When I have 
been unsuccessful I have continued with reassurance, symptomatic treat- 
ment and sometimes placebos. I believe that mild degrees of depression are 
often precipitating causes of stress illness and that the passage of time alone 
will often lead to spontaneous remission. 

It is only when symptoms are persistent and disabling that I have referred 
patients for expert help. Unhappily the specialists are swamped with work 
and even ‘brief’ psychotherapy (e.g. six to twelve interviews of half an hour 
each) is quite impossible to obtain for any but a fraction of those who 
might benefit from it. A further handicap is the near-impossibility of 
getting inpatient treatment except in the observation ward of the county 
mental hospital. There is a crying need for more hospitals for ‘functional’ 
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cases where patients would not acquire the stigma of having been ‘in the 
asylum’ as they do at present, 

I have written this so that the newcomer to general practice, if he reads it, 
may be less dismayed by the impact of his stress patients than I was; and 
to help him to find, I hope, that they are usually ordinary, likeable people 
who respond well to patience and sympathy. Looking after them can some- 
times be one of the most satisfying things in medicine. 


CONCLUSIONS 
After reviewing the results of our study, it seems reasonable to conclude 
that :— ‘ 

(1) Treatment of stress disorders is possible under the conditions of 
general practice. 2 

(2) The results of treatment are most encouraging, and point the way to 
further exploration of the use of the various methods, and the indications 
for their employment. 

(3) The attempt to help to solve the patient’s problems and relieve 
tension, even if it is not entirely successful in every case, is of great value 
to the patient, and satisfying for the doctor. 

Dr. Horder’s observations might suggest that there is no advantage to the 
patient for the doctor to devote more time to his case, but this apparent 
anomaly is probably explained by the consideration that all our contributors 
tended to give more time to the difficult and complicated case, and less to 
the more simple and superficial. 

The volume of stress disorders in general practice at the present day is 
such that there is an urgent need for study of such problems as the allo- 
cation of time, selection of cases for therapy and teaching of medical 
students and practitioners in treatment methods. Our hope in the publica- 
tion of this report is that it will awaken interest in the discovery of ways 
to alleviate the suffering which stress responses cause in the human 
organism. 
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CURRENT THERAPEUTICS 


CVIII.—AMINOMETRADINE 


By T. HANLEY, M.D., M.R.C.P. 
Lecturer in Medicine, University of Sheffield 


AMINOMETRADINE is a synthetic non-mercurial diuretic which has the great 
merit of being effective when taken by mouth. 


PHARMACOLOGY 
Aminometradine is solti as ‘mictine’ in this country and is known as ‘amino- 
metramide’ in the United States. Chemically it has been named 1-allyl, 
3-ethyl, 6-aminouracil or 1-allyl, 3-ethyl, 6-aminotetrahydropyrimidinedione. 
The strucfural formula is shown in figure 1, which indicates its chemical 
relation to the naturally occurring substance, uracil, and to three other 
pharmacologically active compounds, the barbiturates, thiouracil and 
xanthine. Virtually nothing is known about the effects of aminometradine 
on the function of the body cells and nothing can safely be deduced about 
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Fic. 1.—Showing the chemical relationships of aminometradine. All the substances 
shown contain the pyrimidine ring, but their pharmacological actions are quite 
different, and depend upon the nature of the groups substituted at various points 
of the ring. The formula of the barbiturates is the general formula. Small numbers 
inside the uracil formula show the conventional way of numbering the ring. 


its mode of action from consideration of its chem:cal structure. Although 
all the substances shown in figure 1 have in common the fact that they 
contain the pyrimidine ring, it is clear that the pharmacological effects of 
substituted pyrimidines are sharply specific according to the nature and 
position of the substituent groups. 
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The drug was first synthesized by Papesch and Schroeder (1951), who prepared 
forty-six other 6-aminouracils. Only those compounds with alkyl substitution on 
both the 1- and 3- positions of the pyrimidine ring had a diuretic effect; those 
substituted only on the 1-position caused little or no diuresis. Kattus et al. (1951) 
studied the effect of fifteen of these 6-aminouracils on the urinary excretion of 
sodium of dogs. There was no obvious relation between chemical structure and 
diuresis, but four of their compounds increased urinary sodium excretion by 50 to 
100 per cent. 

Toxicity to animals.—The toxic effects of aminometradine vary a good 


deal in different animals. 

It has a low toxicity for mice, the LD,, being approximately 1000 mg./kg. When 
fed to rats continuously for nine months in a dose of 90 to 170 mg./kg. of body 
weight daily aminometradine caused no obvious ill-effects during life, and no 
histological lesions that were not also present in the controls were seen after death. 
In dogs the results were quite different: all twelve dogs who received 100 mg./kg. 
daily by mouth vomited frequently and died within ten to fifty-four days in a state 
of apathy and total anorexia. Significantly, no histological lesions were present after 
death, and the drug evidently caused death from some disturbance of intracellular 
function and not from structural damage to the viscera. Dogs taking 50 mg./kg 
daily developed weakness of the hindquarters, and 4 out of 9 animals died after 
6 to 22 weeks, whilst in the lower dosage of 25 mg./kg. almost no ill-effects were 
observed (Hambourger et a/., 1955). 

Effect on the kidney.— Aminometradine increases the urinary excretion of 


sodium and chloride ions and of water. Its effects on the renal circulation 
of human beings are not known, but it is reported as having no effect on 
the glomerular filtration rate or renal plasma flow of dogs, and its diuretic 
action has therefore been attributed to impairment of reabsorption of elec- 
trolytes by the renal tubules, the increase of urine flow being a ‘solute’ 
diuresis. The rise in chloride excretion and the other changes in urinary 
electrolytes caused by aminometradine are similar to those produced by 
organic mercurial diuretics, but the derangements of function of the renal 
tubule cells caused by the two drugs may be quite different. There is some 
evidence that the organic mercurial diuretics impede the reabsorption of 
sodium or chloride ions by inhibiting succinic dehydrogenase in the renal 
tubules (Handley and Lavik, 1950). Aminometradine, on the other hand, 
does not inhibit this enzyme. 

Absorption and excretion.—Clinical observation suggests that the drug is 
absorbed rapidly from the bowel, but the fact that its maximal diuretic 
effect may not be attained for some days suggests that aminometradine 
accumulates when given daily. The metabolic fate of aminometradine is 
quite obscure, and it is not known whether the drug is destroyed in the 
body or excreted in the urine unchanged. The concentrations attained in 
various tissues and fluids are also not known. 


DOSAGE 
The only preparation of aminometradine available in this country is a 
200-mg. tablet. An enteric-coated preparation has been tried but it does 
not seem to be any better than the simple tablet. 
The amount of aminometradine which can be given is limited by the 
nausea it commonly causes. Very few patients will tolerate 1.6 g. daily for 
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any length of time, and about one-third will have troublesome nausea and 
vomiting when 800 mg. daily are taken. For most patients with mild con- 
gestive heart failure 400 or 600 mg. a day is an adequate dose and in general 
little is gained by giving more. In order to lessen nausea, aminometradine 
should be given in divided doses, with meals, and treatment should be 
intermittent to guard against its possible cumulative toxicity. Detailed 
schedules for its use are tentatively suggested in table 1. 


INDICATIONS 
Aminometradine is at present used only for its diuretic properties; it has 
no other known therapeutic effect. Almost all the published information 





1. For prophylaxis of cardiac edema, initial treatment of mild heart failure, or in hepatic 
cirrhosis 
(a) Aminometradine alone: 
1st and 2nd days Aminometradine, 200 mg. (twice), and ammonium 
chloride, 1 g. (once, with first dose of aminometradine). 
3rd day Omit all treatment. 
Repeat course as required. Increase aminometradine if well tolerated. 
(b) Combination with acetazolamide: 


1st day Aminometradine, 200 mg. (twice), acetazolamide, 
250 mg. (once), potassium chloride, o.5 g. (three 
times). 

2nd and 3rd days Aminometradine, 200 mg. (twice). 

4th day Potassium chloride, 0.5 g. (three times). 


Repeat course as required. 


II. For moderately severe cases of congestive heart failure 
1st day Mersalyl, or other organic mercurial, 2 ml. by intra- 
musucular injection. Aminometradine, 200 mg. (three 
times), ammonium chloride, 2 g. (once, one hour 
before mersaly]l). 


2nd and 3rd days Aminometradine, 200 mg. (three times), ammonium 
chloride, 1 g. (once, with first dose of aminometradine). 
4th day Omit all therapy if progress satisfactory. 


Repeat course as necessary and change to I (a) or I (b) when cedema has gone. 











TABLE 1.—Suggested courses of treatment with aminometradine. 


relates to its use in congestive heart failure, although something is also 
known about its effect on edema due tc hepatic cirrhosis: and nephrosis. 
It is well recognized that evaluation of any new diuretic in the treatment 
of heart failure bristles with difficulties and fallacies, chief among which 
is the loss of edema which may result merely from resting in bed. For 
example, in a carefully controlled trial of SC 2614, a substance very like 
aminometradine, Spencer* and Lloyd-Thomas (1953) were compelled to 
reject a large proportion of their patients as unsuitable for study because 
they lost much weight in a ‘control’ period before any drug had been given. 
Inclusion of these patients would have led to an unduly favourable estimate 
of the drug, on which they reported quite favourably in any case. A second 
difficulty is the lack of any wholly satisfactory way of expressing numerically 
the potency of a diuretic. 

For instance, Nissen and Zachau-Christiansen (1956) expressed the effect of 
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aminometradine on the urine flow of their patients as a ‘diuretic quotient’: i.e. the 
daily urine flow on the days the drug was given as compared with the ‘control’ 
days. The average quotient of thirteen of these patients was 1.65 and at first sight 
this is an impressive result, but the absolute increase of urine flow was only about 
400 ml. daily. Whilst this would be a most pleasing response in patients with a 
very mild tendency to accumulate eedema, it would be a poor one in patients with 
severe heart failure. 

In spite of these difficulties, scrutiny of the five reported series of patients 
with heart failure treated by aminometradine leaves no doubt that it is a 
moderately potent and reliable diuretic and a useful drug in heart failure 
(Imburgia, 1952; Gilbert and Flack, 1953; Tatge et al., 1956; Nissen and 
Zachau-Christiansen, 1956; Platts and Hanley, 1956). 

As heart failure ranges in severity from the patient who is very ill and 
accumulating fluid rapidly, to those who are ambulant and retaining fluid 
slowly, the question will be asked: has aminometradine any special role in 
the treatment of heart failure? Whilst aminometradine is most useful for 
the. prolonged prophylaxis of cardiac edema, and for the initial treatment 
of the milder forms of heart failure, it is probably not adequate as the sole 
diuretic for the initial treatment of severe heart failure. Its action is much 
slower than that of the organic mercurials, and there is little doubt that 
when a diuresis is urgently required in severe heart failure the treatment 
of choice is an injection of a mercurial diuretic. In a favourable case the 
mercurial diuresis will be at its height within two hours, urine flow may 
attain 10 ml. per minute at its peak, and two or three kilograms of edema 
may be lost in twelve hours. Such a diuresis cannot be obtained with amino- 
metradine. 

When a quick diuresis is not imperative, however, the more sustained 
and less violent action of aminometradine may be preferable, and the drug 
certainly has the advantage that the patient can take it himself and is not 
hurt by repeated intramuscular injections. According to Greiner and Gold 
(personal communication), a single dose of 800 mg. of aminometradine is 
about one-third as potent as 2 ml. of meralluride given by intramuscular 
injection. Comparison of single doses does not, however, give an entirely 
fair indication of their usefulness, since in practice the spacing of doses is 
different. The maximum effect of a short course of aminometradine may 
not be apparent until the second day or later, and diuresis may continue 
for twenty-four to forty-eight hours after the last dose, whereas the large 
diuresis on the day of a mercurial injection is often followed by a ‘re- 
bound’ retention of salt and water. The net effect on the excretion of 
water and electrolytes, of aminometradine given for two days and then 
omitted for one, is thus much the same as 2 ml. of a mercurial diuretic 
given every fourth day by intramuscular injection. The work of Greiner 
and Gold also showed that 800 mg. of aminometradine are roughly equiva- 
lent to 73 mg. (four tablets) of the oral mercurial diuretic ‘mercloran’. 

Hepatic cirrhosis.—Tatge et al. (1956) gave aminometradine to eight 
patients with edema due to hepatic cirrhosis and observed a good or very 
good response in five. The three other patients were quite unable to tolerate 
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800 mg. of the drug (enteric-coated) daily. Nissen and Zachau-Christiansen 
(1956) treated five cirrhotic patients and found that the urine flow was 
increased by an average of 38 per cent. 

Nephrosis.—There are as yet insufficient reports to appraise the value of 
aminometradine in nephrotic edema, but the effects observed by Kattus 
et al. (1952), who used the closely related compound SC 2614, were erratic 
and on the whole disappointing. The use of a mercurial diuretic in nephrosis 
must be regarded with some suspicion since the drug may itself damage 
the renal tubules, and aminometradine, being non-mercurial, merits a 
systematic trial on larger numbers of patients with nephrosis. 


IN PATIENTS RESISTANT TO MERCURIAL DIURETICS 
The development of ‘resistance’ to the action of mercurial diuretics presents 
a difficult and sometimes insoluble therapeutic problem. Such refractoriness 
is not a true tolerance to the drug itself, but is commonly due either to 
disorders of the electrolyte concentrations or to gross reduction of the 
glomerular filtration rate. Treatment is better directed towards detecting 
and correcting the electrolyte disorders—commonly a lowering of the 
plasma chloride and, rarely, a ‘low-salt syndrome’ with great deficiency of 
potassium—rather than giving various diuretics in turn in the hope that 
one of them will succeed. Although there have been occasional instances 
of aminometradine producing a diuresis when mercury had failed (Gilbert 
and Flack, 1953; Tatge et al., 1956), this has not been my experience. 
In the rare patient who is truly sensitive to injections of mercurial 
diuretics aminometradine may well prove to be of value. 


ADJUVANTS 
Ammonium chloride.—This substance is essential for full effect of the mer- 
curial diuretics, as it acts by correcting the liability to metabolic alkalosis 
caused by these drugs. The ideal diuretic would cause excretion in the 
urine of an excess of fluid of exactly the same composition as the extra- 
cellular fluid itself. Disproportionately large excretion in the urine of any 
one anion will inevitably alter the anion pattern of the extracellular fluid 
and this may itself prevent further diuresis. Both the organic mercurial 
diuretics and aminometradine increase the urinary excretion of chloride 
but not of bicarbonate, and they both tend to lower the plasma chloride, 
in consequence of which the bicarbonate concentration of the plasma 
increases: i.e. there is a metabolic alkalosis. Aminometradine seems to be 
much the lesser offender in this respect; in one study the ratio of excess 
chloride to excess sodium excretion in the urine was 0.84 after amino- 
metradine as compared with 1.09 after mersalyl (Platts and Hanley, 1956). 
Ammonium chloride is also a nauseating substance and will add to any dis- 
comfort which may be caused by aminometradine. For this reason the 
minimum effective quantity of ammonium chloride should be prescribed, 
and if nausea is severe it may be omitted altogether. 
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Combination with acetazolamide—The carbonic anhydrase inhibitor 
acetazolamide (‘diamox’) has the converse effect of aminometradine on the 
concentrations of the plasma anions, lowering bicarbonate and raising 
chloride. It may thus be used as an alternative to ammonium chloride for 
the prevention of hypochloremia in patients treated with mercurial 
diuretics, as suggested by Milne (1956). Acetazolamide may rationally be 
used with aminometradine for the same purpose and also for its intrinsic 
diuretic effect. Acetazolamide must be given at intervals of a few days, 
otherwise ‘resistance’ to its action will develop quickly, and when this drug 
is given oral supplements of potassium are also necessary. (Note: If a com- 
bination of acetazolamide and aminometradine is used, then ammonium 
chloride should not be given as well, otherwise a dangerous metabolic 
acidosis may ensue.) 

SIDE-EFFECTS 
It has already been mentioned that about one-third of patients will have 
persistent and, for some, intolerable nausea or vomiting when taking 800 mg. 
of aminometradine daily. Nausea occurs less often and is only occasionally 
severe when 400 mg. are taken daily. Diarrhcea also occurs rarely, but apart 
from these gastro-intestinal side-effects aminometradine has not been re- 
ported to cause toxic symptoms in man. Of the sixty-six patients treated 
with aminometradine by Nissen and Zachau-Christiansen (1956) two 
developed a rash, but it was doubtful whether aminometradine was actually 
responsible for this. 
SUMMARY 

Aminometradine is a valuable drug in the prophylaxis of cardiac edema, 
in the initial treatment of milder cases of heart failure, and in hepatic 
cirrhosis with edema. 

Reliance should not be placed on it as the only method of treatment 
when a large, quick diuresis is needed in severe heart failure, and here it 
should supplement the organic mercurial diuretics. 

Its chief advantages are its ease of administration and lack of serious ill- 
effects; its chief drawback is that it may nauseate. 
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MY MOST INTERESTING CASE 


XXIII.—AN UNUSUAL INTESTINAL OBSTRUCTION 


By SIR HENEAGE OGILVIE, K.B.E., D.M., M.Cu., F.R.C.S. 
Consulting Surgeon, Guy's Hospital 


WHEN a surgeon is asked to discuss his most interesting case, he selects, 
almost necessarily, one involving operation. In an operation he faces 
problems that are always a little different than any he has met before, he 
exercises a skill for which he has trained himself over the years, and he 
hopes to rejoice in the patient’s return to health. His most interesting case 
is usually interesting for two reasons: because it had in it something of 
drama, and because it taught him lessons from which he has since profited. 
For these reasons a surgeon’s most interesting case usually comes to him 
early in his career. 

I achieved what is now called consultant status in 1925, although I 
should not have dreamed of calling myself a consultant until another ten 
years had elapsed. In November 1928, a woman of 43, whose case did 
very much to prepare me for that status, was admitted under my care in 
Woburn Hospital. 

THE HISTORY 

As a child she had suffered from attacks of severe abdominal pain, coming 
on every night at six o’clock, lasting for several minutes, and relieved by 
castor oil. Apart from these attacks her health was good, until she had a 
baby during the 1914-18 War. From that time she became subject to severe 
attacks of diarrheea, followed by the passage of mucous stools, and to 
periods of vomiting of which she could not trace the cause. Between the 
attacks of diarrhea she was constipated. In November 1924, she had an 
attack of pain so severe that she fainted and fell downstairs. 

On the day before admission she started with ‘terrible’ pain in the 
abdomen. The pain was very vaguely localized, but it was referred in 
general to the midline in the upper part of the abdomen, and to the back, 
but not to the shoulders. The pain came and went every few minutes. She 
said that she felt ‘as if her bowels were being wrung or twisted’, and ‘as if 
everything inside was being pulled up’. At intervals she was violently sick. 

She was a well-nourished woman in a state of considerable distress. Her 
temperature was 98.4° F. (36.9° C.), her pulse rate 100. The tongue was 
clean. The abdomen was not distended, and no tenderness or palpable 
abnormality could be discovered. An enema produced a small but normal- 
looking stool. Her pains subsided, her pulse rate came down to 88, and 
she felt and looked better. She passed a restless night and complained of 
feeling sick, but did not vomit. On the second day she felt better. She had 
slight pain all day, but her pulse did not rise above 88. In the evening she 
passed a clay-coloured, offensive stool containing a large quantity of mucus. 
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On the third morning she brought up a large vomit, consisting chiefly of 
bile. During the day her pains started again and were soon agonizing. She 
began to vomit continually: 
clear bile-stained fluid with 
nofzcal odour. Her pulse rose 
to 100, 112, 120. She looked 
pale and anxious, with a 
sunken face but a_ clean 
tongue. The abdomen was 
distended, but there was no 
rigidity or tenderness. No 
peristaltic movements could 
be seen. On percussion, a 
large area of resonance was 

















iy aw ied found in the epigastrium, and 

VW shifting dullness could be 
demonstrated in the flank. 

Fic. 1.—The finding at laparotomy. There was no tenderness or 


hyperesthesia over the back. 
Rectal examination disclosed tenderness corresponding to the pouch of 
Douglas, but no other abnormality. 


LAPAROTOMY 

I opened the abdomen by a right paramedian incision. Large amounts of 
straw-coloured fluid escaped, and more was removed by suction. From the 
upper abdomen there projected a rounded swelling like a large purple 
melon, on whose summit stood a curved cylinder like a small purple 
banana (fig. 1). The melon turned out to be the cecum, engorged, upside- 
down and back to front, with an engorged and distended appendix pro- 
jecting from it. On displacing the cecum downwards the free edge of the 
liver could be seen above it; on displacing it upwards the stomach could 
be seen curving round it below, the veins on the greater curvature standing 
out like varicose veins. I had never read about anything like this before. 
I had never seen anything like it, but I proceeded to follow the distended 
cecum and the equally distended ileum which joined it behind, backwards 
into the abdomen, in the hope that something would turn up. It did. 

Down in the depths my right index finger tracing the ileum passed into 
a tight opening, which was also constricting the colon. I got my finger 
right through the opening and hooked its anterior margin upwards. I was 
not able to bring the constricting band into view because of the distended 
viscera that filled the field, but I was sure that I could slip a blunt pointed 
bistoury down my finger, and divide the band by feel. 

Fortunately I was still young. I had not yet developed that blind self- 
confidence that is the support and often the undoing of the mature surgeon. 
I explored the band further. I found that it was attached above to the liver, 
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and below it was attached to the duodenum. Had I divided it, I should 
have divided the hepatic artery, the common bile duct and the portal vein 
(fig. 2)—an injury that no surgeon 
has yet successfully repaired. 

I thought again. By incising the 
peritoneum to the right of the duo- 
denum I was able to mobilize it and 
thereby relax the tension in the 
foramen sufficiently to allow me to 
squeeze some of the air in the cecum 
past the constricting band, back into 
the ascending colon. Soon cecum 
and ileum were completely deflated, 
and they could be coaxed back 
through the foramen to the greater 
sac of the peritoneum, where they 
belonged. The engorgement rapidly 




















subsided. 

I ended the operation by perform- (/ 
ing a cecostomy, as a temporary re- ee 
lief to the obstructed gut, and a Fic. 2.—The explanation. 


permanent fixation of the wandering 
loop. Eighteen years later the patient came under my care again with 
cancer of the right breast. She had had no further abdominal trouble. 


DISCUSSION 

Strangulation in the foramen of Winslow is impossible in the normal 
abdomen, because all the things that might strangulate are in the infracolic 
compartment, and they are kept away from the foramen by the hepatic 
flexure of the colon which is fixed immediately below it. This woman had 
a failure of the third stage of intestinal rotation; that is, the whole of her 
large and small intestine were unfixed and hung on a common mesentery 
down whose centre passed the superior mesenteric artery. This mid-gut 
loop had slipped through the open foramen, and had passed from obstruc- 
tion to strangulation when the pressure of the trapped viscera had become 
sufficient—either because more gut had entered or because the contained 
gut had become loaded—to obstruct the venous return. 

It appears from a re-examination of the history that the intestine had 
become trapped in the foramen on previous occasions and had again 
become free. It also seems likely that in the present attack the ileocaecal 
loop had entered the lesser sac and burst through the gastro-hepatic 
omentum some days before strangulation began. Once vascular obstruction 
was added to incarceration, the trapped viscera started to swell, obstructing 
the common bile duct and the portal vein and thus giving rise to pale stools 
and ascites. 
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This case started my interest in acute abdominal emergencies as exercises 
in diagnosis. I learned that in these emergencies, as in most surgical prob- 
lems, the history is usually more important than the physical signs. I 
learned to follow my friend, John Ryle, in analysing the symptom of pain 
under nine separate aspects: its nature, its site, its areas of reference, its 
periodicity, its time relation, its mode of onset, its mode of departure, the 
factors causing or aggravating it, and the factors relieving it. I learned that 
pain felt in the back and not referred to the shoulders has its origin in 
some retroperitoneal structure, usually the pancreas, but sometimes the 
aorta. The case roused my interest in anomalies of intestinal rotation, of 
which I have since encountered a fair number, and led me to that classic 
among surgical writings, the article on intestinal rotation by John Fraser 
and Norman Dott in the British Journal of Surgery of 1923. 

Above all it taught me caution. As I stood with the knife in my hand 
and realized that I had only just escaped doing irreparable damage through 
hasty action, I felt as all men feel who have escaped disaster by a hair- 
breadth; as the climber feels when he catches the rope thrown to him just 
as his foothold clatters down into the abyss below; as my friend Alan 
Herbert must have felt on returning from a patrol in the ‘Water Gypsy’ 
when he realized that the ‘mooring’ to which he had just made fast outside 
the London Corinthian Yacht Club was a live bomb that had been dropped 
by a raiding German plane. Operating is like driving a car; you must go 
only as fast and as far as you can see ahead. Franklin Roosevelt told us of 
four freedoms. In surgery the one priceless freedom is freedom from 
disaster, and as an earlier and greater President than Roosevelt has told 
us, the price of freedom is eternal vigilance. 





REVISION CORNER 


HORNER’S SYNDROME 
Tuis condition, described first in animals by Claude Bernard in 1852 and 
in man by Horner in 1869, results from interruption by disease or injury 
of the sympathetic nerve fibres to eyelids, iris and to the sweat glands of 
the face. 


MODE OF PRODUCTION 
In order to understand how this condition may come about and to appre- 
ciate its clinical significance, it is necessary to recall the anatomy of the 
relevant part of the autonomic nervous system. 
Fibres of the autonomic system descend from various nuclei in the 
hypothalamic region through the tegmentum of the midbrain and pons to 
the ventrolateral column of the spinal cord. The sympathetic fibres con- 
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cerned with the head and eye emerge from the lateral horn of the grey 
matter at the first and second dorsal level, leaving the spinal cord with the 
corresponding ventral nerve roots, which they sul sequently leave as ‘white 
rami communicantes’, to enter the inferior and thence the superior cervical 
ganglion. Non-medullated fibres leave the superior cervical ganglion and 
proceed along the coat of the internal carotid arteries to the skin of the 
face, and via the short ciliary nerves to the ciliary muscle of the eye and 
to the smooth muscle fibres in the upper eyelids. 

Interruption of this pathway at any point will result in partial ptosis 
with narrowing of the palpebral fissure, enophthalmos (in man more 
apparent than real), moderate contraction of the pupil which, however, 
retains its nornval reflex response to light and convergence in most cases, 
reduced sweating on the corresponding side of the face and, rarely, lack of 
pigment in the iris. The latter phenomenon is usually only seen in Horner’s 
syndrome of neonatal or prenatal origin. 


CLINICAL SIGNIFICANCE 

This condition, when resulting from a lesion in the brain-stem or spinal cord, 
seldom appears as an isolated phenomenon and in such conditions is not 
in itself a diagnostic problem, for the site of the lesion is likely to be indi- 
cated by the other signs of injury to the nervous system. Thus, Horner’s 
syndrome commonly accompanies thrombosis of the posterior inferior 
cerebellar artery, syringobulbia, syringomyelia, tumours of the cervical 
region of the spinal cord and after injury to the same region. The small 
pupils associated with pontine hemorrhage are probably a result of sym- 
pathetic paralysis. 

Horner’s syndrome may, however, be the presenting sign of interruption 
of the sympathetic outflow in the neck, and when this condition is the 
patient’s presenting complaint, it is reasonably certain that a cause will be 
found in the neck or thorax. The first dorsal nerve root may be stretched and 
damaged by a cervical rib and this condition is suggested by the finding of 
Horner’s syndrome in association with interosseous muscle wasting, sensory 
disturbance on the ulnar side of the hand and forearm, and (frequently) 
trophic disturbance in the skin of the affected hand. It is unusual for the 
sympathetic paralysis to recover following removal of the offending rib. 

Disease of the apex of the lung may involve the first dorsal root, and 
Horner’s syndrome may be the only external sign of underlying malignant 
disease of the apex of the lung in adults, or lung fibroma or sarcoma in 
children. More rarely, apical tuberculosis may present in this way. Trauma 
—ia-the form of birth injury, gun-shot wound, stab wound or even fracture 
of the clavicle—may involve the cervical sympathetic; so also may an 
aortic or carotid aneurysm. Malignant or tuberculous glands in the neck may 
present in this way and carcinoma of the thyroid gland or the upper part 
of the esophagus quite often involves sympathetic fibres. 

At a much higher level, carotid aneurysm within the cavernous sinus may 

















REVISION CORNER 755 


paralyse the sympathetic fibres to the eye; more commonly such an aneurysm 
will also damage the oculomotor nerve with consequent dilatation and 
paralysis of the pupil together with complete ptosis and abduction of the eye. 

A hereditary form of Horner’s syndrome is recognized and may be 
associated with facial hemiatrophy. 


CONCLUSION 
Finally, it should be emphasized that Horner’s syndrome is but a physical 
sign and its appearance calls for a careful search for the underlying disease 
process. 
Davip KENDALL, D.M., M.R.C.P. 
Neurologist, Royal Surrey County Hospital, Guildford; 
St. Helier’s Hospital, Carshalton. 


THE USE OF CHLORAL HYDRATE 


CHLORAL hydrate, the first synthetic hypnotic, was introduced in 1869 by 
Liebreich. Before this, only opium and alcohol were in common use. It 
remained the most popular and effective simple hypnotic until barbiturates 
were discovered. Although barbiturates and the newer non-barbiturate 
sedatives are now employed in fantastic amounts chloral still has a useful 
place in therapeutics. 


CHEMICAL PROPERTIES 
Chloral hydrate (trichlorethylidene glycol) is one of the ‘aliphatic hyp- 
notics’ derived from methane. Other members of the group which have 
been used but found to be of less value include:— 


Butylchloral hydrate or trichlorbutylidene glycol. 
Chlorbutol (‘chloretone’) or trichlor-tert-butol. 
Chloralformamide or chloralamide. 


Chloral hydrate forms colourless, translucent crystals which have a charac- 
teristic aromatic odour and a bitter taste. It is readily soluble in water, 
alcohol, ether and certain oils. It is incompatible with alkalis, which liberate 
chloroform, and with the soluble barbiturates. 


PHARMACOLOGY 
Being very soluble, chloral is rapidly absorbed from the stomach. It is de- 
toxicated in the liver where it is combined with glycuronic acid to form 
urochloralic acid: a non-toxic substance which is excreted in the urine and 
may cause the reduction of Fehling’s solution. There is no cumulative 
action. 

Central nervous system.—Within the normal dose range—10 to 30 grains 
(0.6 to 2 g.)—chloral depresses the higher centres, producing a condition 
closely resembling normal sleep, lasting from six to eight hours, from which 
the subject can be easily aroused. The respiration and pulse rates show 
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only the minimal slowing of natural sleep. The pain centres and spinal 
reflexes are unaffected. With larger doses—so to 100 grains (3.3 to 6.6 g.) 
—the sleep is much deeper and, when roused, the patient remains drowsy 
and confused. As the dose increases the general depression of the nervous 
system progresses and begins to affect the medulla causing shallower res- 
piration and a fall of blood pressure. Still larger amounts produce coma 
and anzsthesia, the reflexes are abolished and finally, accompanied by 
cyanosis, marked vasodilatation and falling blood pressure, death results 
from respiratory failure within twelve hours. 

Circulatory system.—In ordinary therapeutic doses chloral causes a slight 
reduction in blood pressure: probably no more than that produced by any 
sedative. Larger doses, by depressing not only the respiratory centre but 
also the vasomotor centre, produce considerable vasodilatation and hypo- 
tension. Chloral appears to have a direct toxic action on heart muscle 
similar to that of chloroform but this is insignificant when normal hypnotic 
doses are employed. 

Miscellaneous effects—{i) Large doses produce a marked fall in body 
temperature, due partly to increased heat loss from peripheral vasodilatation 
and partly to diminished heat production associated with reduced muscular 
movements. 

(ii) In concentrated forms it is a strong irritant and has been employed 
as an external rubefacient and counter-irritant for rheumatism, neuralgia 
and alopecia areata: e.g. camphorated chloral, B.P.C.1949. It cannot 
therefore be administered by injection, tablets or pills although supposi- 
tories are available. It should always be adequately diluted when given 
orally or it may produce gastric irritation and vomiting. 

(iii) Like any other hypnotic drug taken regularly, chloral tends to be 
habit forming so that its regular use as a sedative in chronic disease may 
well be contraindicated. On the other hand, actual chloral addiction is rare 
at the present time but it can occur and produces symptoms closely re- 
sembling those of chronic alcoholism. It is marked by emotional instability, 
depression, loss of memory and moral sense with general weakness and 
cachexia. It is said to be used as a ‘dope’ (or tranquillizer to use a modern 
expression) in India when it is mixed either with tea or alcohol. 

(iv) Idiosyncracy is uncommon but sometimes it causes erythematous 
rashes. Deaths have been recorded as following the administration of 
reasonable therapeutic doses (20 grains [1.3 g.] in an adult and 3 grains 
[o.2 g.] in an infant of one year) but the circumstances in which they were 
given are not stated. 

Treatment of overdosage-—The patient must be kept warm. Gastric 
lavage should be carried out and oxygen and CO, administered. Artificial 
respiration may be necessary. Injections of leptazol or nikethamide are 
given. If possible, the patient should be roused and kept awake but not 
walked about because of the possible toxic effect of a large dose of the drug 
on the heart muscle. 
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CONTRAINDICATIONS 
Chloral has the reputation of being a dangerous remedy in cases of heart 
disease but clinicians have not found this to be the case when it is adminis- 
tered in ordinary doses, As with most hypnotic drugs, care should be exer- 
cised if it is administered to patients with chronic hepatic or renal disease. 


USES 

Although chloral is a cheap and effective hypnotic, it is generally less useful 
than one of the barbiturates in view of the wide range of short, medium 
and long acting types. On the other hand, it is a valuable alternative when 
barbiturate sensitivity occurs, e.g. skin rashes, or when, to minimize 
habituation to one particular drug, it is deemed advisable to vary the 
hypnotic used over long periods. Likewise, it is useful when a draught 
rather than a tablet is desired or when rectal administration is necessary. 
Some difficult and restless patients will retain tablets in their mouths only 
to spit them out when the nurse’s back is turned but can be persuaded to 
swallow a mixture without deception, particularly if it is not quite so 
revolting as paraldehyde. (My ward sister says that patients can be decoyed 
into taking it disguised in a small glass of ale or stout.) 

In addition to its use in simple insomnia, chloral has been employed in 
many conditions including: 


Tetany Angina pectoris (nocturnal attacks) 
Tetanus Labyrinthine vertigo 

Strychnine poisoning Status epilepticus 

Uremia Eclampsia 


Combined with morphine it is the basis of the Stroganoff method of 
treating eclamptic fits. Morphine, } grain (16 mg.), repeated in one hour 
if necessary, is followed by 40 to 60 grains (2.6 to 4 g.) of chloral hydrate 
given rectally. Morphine, 1 to 14 grains (60 mg. to 0.1 g.), and chloral, 
240 grains (16 g.), may be required during twenty-four hours. Half these 
doses are used if chloral is given by mouth. 

Chloral is particularly useful and well tolerated in infancy and childhood 
when it can be administered either by mouth or per rectum. For the latter 
purpose either a solution or suppositories may be used. Among the con- 
ditions for which it is employed are:— 


Convulsions Night terrors 
Whooping-cough Pneumonia 
Chorea Feeding difficulties 


Infants of one month will usually tolerate up to 1 grain (60 mg.) which, 
for example, may be given before each feed in cases of feeding difficulty 
when the child is greedy and the mother over-anxious. 2 grains (0.12 g.) is 
an average dose for an infant of one year; 6 grains (0.4 g.) is a reasonable 
dose for a child of six, and 10 grains (0.6 g.) for older children. Double 
these doses may be given rectally. This is often necessary when treating 
convulsions. 
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PREPARATIONS OF CHLORAL HYDRATE 


Among those most generally used are: 
Chiloral mixture N.F. 


Chloral hydrate 20 grains (1.3 g.) 
Syrup of orange 30 minims (2 ml.) 
Water to $ fluid ounce (15 ml.) 


To be diluted with half a tumblerful of water. 
This must not be confused with draught of chloral B.P.C. which contains 
20 grains (1.3 g.) of chloral hydrate in 14 fluid ounces (45 ml.). This pre- 
paration is omitted from the National Formulary (1955). 

Syrup of chloral B.P.C.—The dose is 30 to 120 minims (2 to 8 ml.). 
An important point to remember when this preparation is ordered for 
infants is that 60 minims (4 ml.) contain 12 grains (0.8 g.) of chloral 
hydrate. 

Mixture of chloral and potassium bromide for infants N.F.; B.P.C. 


Syrup of chloral 10 minims (0.6 ml.) 
Potassium bromide 2$ grains (0.15 g.) 
Liquid extract of liquorice 2$ minims (0.15 ml.) 
Glycerin 10 minims (0.6 ml.) 
Water to 60 minims (4 ml.) 


N.B.—6o0 minims contain about 1 grains (0.11 g.) of chloral hydrate. 

There seems to be little advantage in adding bromide to chloral mixtures, 
as was so commonly done in the past, in view of the fact that the sedative 
action of bromide is slight unless the blood bromide is raised to 100 mg. 
per 100 ml., a level only attained after repeated doses of the drug. 

Chloral suppositories for infants N.F. contain 1 grain (60 mg.) in 15 
grains (1 g.) of theobroma oil. 

In view of the many preparations and prescriptions available in the 
National Formulary, various hospital pharmacopeeias and the B.P.C., it is 
advisable to use particular care in ordering chloral and either to write out 
the prescription in full, indicating the exact dose of chloral desired, or to 
check the amount in the preparation ordered. 


OTHER DRUGS OF THE CHLORAL GROUP 
Chloralformamide; chloralamide.—The dose is 15 to 45 grains (1 to 3 g.). 
This is slower and less certain in action than chloral hydrate but produces 
less gastric irritation. It may be given as an alternative to chloral either by 
mouth or rectally. Being more slowly excreted, repeated doses may become 
cumulative. 

Chiorbutol ; ‘chloretone’.—The dose is 5 to 20 grains (0.3 to 1.3 g.). This 
is a mild sedative rather than a hypnotic, with a local anesthetic action; 
hence its use as a gastric sedative to check vomiting, sea sickness and 
hiccough. It has also been used in whooping-cough and dysmenorrheea. 
Chlorbutol with menthol nasal drops N.F. are sometimes used for nasal 
catarrh. ‘Dentalone’, containing chloretone and oils of cloves, cassia and 
wintergreen, gives marked temporary relief when packed into painful 
tooth sockets and cavities. 

W. GorDON SEARS, M.D., M.R.C.P. 
Physician Superintendent, Mile End Hospital. 
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NOTES AND QUERIES 


Post-Sciatica Cramps 

Query.—I have an old lady, aged 84, who six 
months ago developed sciatica due to osteo- 
arthritis of her spine. She was admitted to 
hospital and her leg was put up in traction for 
four weeks. She was discharged at the end of 
six weeks quite able to walk about, but has 
complained with the utmost persistence of ‘con- 
tractions’ in the affeeted leg. She has no pain 
and the ‘contractions’ are worse while she is in 
bed; they do not trouble her when she walks 
about but she suffers afterwards. So far as I 
can make out these contractions are not due to 
cramp per se, but appear to start in the foot and 
ascend the leg in: stages throughout the night 
along the course of the sciatic nerve. 

So far as treatment is concerned I have tried 
almost every conceivable analgesic, all the bro- 
mide preparations, mephenesin in all its various 
forms, and barbiturates of various strengths at 
night time. I should be grateful for suggestions 
for further treatment. 


Rep._y.—Night cramp in the legs is an after- 
math of ‘sciatica’ which is notoriously difficult 
to relieve. I believe that the symptoms are 
usually due to the persistence of a state of 
irritability of the affected nerve root, and not 
infrequently this is due to the presence of fibrous 
adhesions binding it to the adjacent joint. In 
such cases a manipulation under anzsthesia will 
sometimes effect a cure, especially in late cases 
in which fairly marked arthritic changes are 
present. It might be worth a trial in this patient, 
in spite of her age, for, properly performed, 
it is a gentle and harmless procedure which can 
have no ill-effects, even if it fails to give relief. 
T. T. STAMM, F.R.c.s, 


Treatment of Acne Vulgaris 

Query.—I have an unmarried brother, aged 24. 
Since his 18th year he has been getting what are 
popularly called ‘pimples’ (?acne vulgaris) on 
his face. All types of commercial preparations 
have been tried without significant relief. 
I would be grateful for advice on this problem. 


Rep.ty.—The fluctuating course of pimples on 
the face of a young man of this age suggests 
that the condition is acne vulgaris. Since acne 
almost always ceases to be active in the second 
half of the third decade, credit for successful 
treatment at this stage should not be freely 
ascribed to any particular measures taken. 
The use of hormones is not advised in view 
of the relatively high dosage required and their 
undesirable side-effects. Symptomatic treatment 
of the hyperkeratoses blocking the pilose- 


baceous openings and overactivity of the 
sebaceous glands generally improves the con- 
dition. Although all types of commercial pre- 
parations have apparently been used in this 
patient, resorcinol and sulphur paste B.P.C., 
2% or 4%, as an over-night application may 
be tried again for its peeling effect. This may 
be usefully preceded or followed by a course 
of ultra-violet light two to three times weekly 
for a period of two or three months at a time. 
Superficial radiotherapy is often of great value, 
and a total of 300r to 400r in three divided doses 
may be given. 

Frequent washing of the face with soap and 
water, or with 1°, cetrimide, helps to get rid 
of the sebum which re-forms every few hours. 
Comedones may be removed with a special 
extractor. Dietetic restrictions are, on the 
whole, unnecessary, although some foodstuffs 
such as chocolate may be found to be aggravat- 
ing factors. Except in cystic acne, chemotherapy 
and the use of vitamin A have no place in the 
treatment. 

H. J. WALLACE, M.D., F.R.C.P. 


Absence of Libido 


Query.—I have a male patient, aged 35 years, 
who contemplates marriage, and who states that 
he has complete absence of libido. He is physi- 
cally normal and healthy, and avers that he has 
never suffered from venereal disease. A course 
of six bi-weekly injections of testosterone pro- 
pionate (35 mg.) has been given, along with 
yohimbine orally as an aphrodisiac, without any 
benefit whatever. I should be grateful for advice 
regarding alternative treatment. 
RePp_y.—My advice is that the patient be sent to 
a psychiatrist for a report. He may be a latent 
homosexual or be suffering from some other 
deviation of the pattern of sex. But I have 
occasionally met patients with complete absence 
of libido and have been unable to find any 
explanation for this condition. In any case, no 
man such as this one should marry in the hope 
that ‘all will be well after marriage’. Hormone 
treatment will have no effect and the prognosis 
is rather poor. 

KENNETH WALKER, M.B., F.R.C.S. 


Resuming Work after Pulmonary 
Tuberculosis 


Query (from a reader in Malta).—I have been 
asked to report upon the condition of a clerk, 
aged 26, who developed pulmonary tuberculosis 
six months ago. He has improved considerably 
under medical treatment. What should his con- 
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dition be before I consider him fit to resume 
duties without endangering his health or that of 
his fellow clerks? 


Repty.—The information given about the 
patient’s disease is scanty and does not include 
reports on radiology of the lungs or sputum 
tests, and it is therefore only possible to answer 
the queries in general terms. 

His work is that of a clerk, which is a suitable 
occupation for him to retugn to, as it involves a 
minimum of physical effort, regular hours and 
shelter from the elements. He should not return 
to work, however, until the disease is quiescent, 
as judged by normal temperature, normal E.S.R. 
and repeated negative sputum tests, including 
cultures. After the latter condition is satisfied 
the patient may be considered to be non- 
infectious and there should be no appreciable 
risk to his fellow employees, particularly if he 
- takes ordinary hygienic precautions with cough- 
ing and disposal of sputum (if any). Should his 
sputum still remain ‘positive’, further treatment 
by chemotherapy (which I assume he has had) 
and/or consideration of collapse measures such 
2s pneumothorax or pneumo-peritoneum, or, 
if these are inapplicable, major surgery, should 
be considered in a patient of this age. 

W. E. SNELL, M.D., F.R.C.P., D.P.H. 


Dangers of Drinking Sea Water 

A CORRESPONDENT writes.—I was surprised to 
read Dr. Hervey’s reply to the query in your 
August issue (p. 224), as to whether or not it is 
possible to drink sea water. Dr. Bombard’s 
journey across the Atlantic in 65 days in 1952 
showed that it was possible to survive on limited 
quantities of sea water. He demonstrated that it 
was possible to drink 1} pints of sea water daily 
for five days, before there was any danger of 
damage to the Malpighian corpuscles of the 
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kidney. Not only was there no danger, but he 
showed that the drinking of limited quantities 
from an early period prevented dehydration, 
and maintained the body’s water balance. Post- 
poning the drinking of salt water until the body 
is already dehydrated, or drinking any but a 
carefully regulated amount, are the real dangers. 
Certain quantities of diluted sea water were also 


drunk without ill-effect in the ‘Kon Tiki’ 
crossing. 
Repty.—I do not believe Dr. Bombard’s 


journey is as decisive as is suggested; there is 
much other evidence. Without wishing in the 
least to denigrate Dr. Bombard’s courage and 
fortitude, I think it should be realized that his 
journey was a single observation, without ‘con- 
trols’, made by one subject on himself in ex- 
tremely difficult circumstances. There is, of 
course, no question that sea water can be drunk, 
and it is harmless to people who have adequate 
fresh water supplies (such as the crew of the 
‘Kon Tiki’). It is possible that even people with 
limited water supplies have felt better after 
drinking sea water. The crucial point is that if 
people who are short of fresh water drink sea 
water, they will shorten the time for which they 
can survive. This is because of the effects of 
sea water on the body fluids (there is no evidence 
for any specific damage to the kidneys). This 
statement is supported by considerable labora- 
tory evidence, and applies to any quantity of sea 
water drunk at any stage. A report which has 
recently come out (McCance et al., 1956) shows 
how disastrous sea-water drinking actually was 
in lifeboats. This is perhaps the most convincing 
single piece of evidence; it is much to be hoped 
that its warning will be heeded. 


Reference 
McCance, R. A., et al. (1956): Spec. Rep. Ser. med. Res. 
Counc. (Lond.), No. 291. 
G. R. HERVEY, M.B., B.CHIR. 


PRACTICAL NOTES 


Tuberculous Meningitis 


Tuat intrathecal medication is still required for 
the optimal treatment of tuberculous menin- 
gitis, and that tuberculin is a useful adjuvant 
to chemotherapy, are the two major conclusions 
of Honor V. Smith and her colleagues (Tubercle, 
October 1956, 37, 301) based upon an analysis 
of 230 consecutive cases treated at Oxford. Their 
cases were classified into three groups according 
to the clinical condition when treatment was 
begun: Group I, patients who were fully con- 


scious and rational and without any focal neuro- 
logical signs or evidence of hydrocephalus. 
Group III, patients in whom the depth of coma 
or delirium were such that they were inaccessible 
to the outside world, and those with gross 
neurological signs such as hemiplegia. Group 
II, all other patients. Of the first 80 patients, 
who received streptomycin alone, the survival 
rate was 86% in Group I, 50% in Group II, 
30% in Group III, the over-all survival rate for 
the group being 52%. For the 70 patients who 
received streptomycin, supplemented by tuber- 
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culin in selected cases, the corresponding sur- 
vival rates were 100%, 67%, 29%, and 61%. 
For the 80 patients who received tuberculin as a 
routine, plus streptomycin (or streptomycin and 
isoniazid), the survival rates were 100%, 80%, 
39%, and 75%. 

The present regime of treatment at Oxford is 
as follows. All patients receive both strepto- 
mycin and isoniazid daily, both intrathecally and 
systemically. For adults and adolescents the 
daily intrathecal dose is 50 mg. of both strepto- 
mycin and isoniazid, and the systemic dose is 
1 g. of streptomycin intramuscularly and 300 
mg. of isoniazid orally. Infants receive 25 mg. of 
both streptomycin and isoniazid intrathecally, 
and o.5 g. of streptomycin and 75 mg. of iso- 
niazid systemically. The dosage for older chil- 
dren is intermediate. In addition, purified 
protein derivative of tuberculin (PPD) is given 
intrathecally, approximately once a week, and 
in sufficient amounts to produce a reaction as 
shown by exacerbation of the meningitis and 
an increase in the cell and protein content of 
the cerebrospinal fluid. PPD is only given if the 
diagnosis is confirmed bacteriologically or by 
the presence of a concomitant miliary spread. It 
is withheld when the Mantoux test is negative 
to O.T. 1/100, and it must be given with the 
greatest caution in any patient showing signs of 
compression of the spinal cord. 


*‘Mandelamine’ in Urology 


“MANDE! AMINE’ (hexamine mandelate) is ‘an 
excellent chemotherapeutic agent when em- 
ployed to e,adicate common urinary infections’, 
according «o J. P. Bourque and J. Loyal 
(Canadu.n .Vledical Association Journal, October 
15, 1956, 7%, 634). This conclusion is based upon 
their findings in 100 unselected cases of various 
urinary-tract infections, all of which had failed 
to respond to antibiotic therapy or surgical 
measures. The dosage of ‘mandelamine’ was 
3 g. three or four times a day. In the 71 chronic 
cases in the series, complete sterilization was 
obtained in 29 (41%), and partial sterilization 
in 15 (21%). In the 29 acute infections, complete 
sterilization was obtained in 17 (59%), and 
partial sterilization in 7 (24%). A single infecting 
organism was found in 67 cases, and in these 
‘effective results’ were obtained in 24 (57%) of 
the 42 cases in which E. coli was the infecting 
organism, seven (78%) of the nine in which a 
staphylococcus was the infecting organism, and 
four (50%) of the eight in which Proteus 
vulgaris was the infecting organism. The 
shortest time taken to sterilize the urine was 
three days, and the longest time 28 days, with 
an average of eight days. Toxic effects were 
minimal: a burning sensation on micturition in 
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two cases, and ‘gastric distress’ in two. The 
authors conclude: “The non-toxicity of the drug 
renders it ideal for administration in almost all 
hospital cases of urinary infection, and also in 
postoperative and convalescence periods not 
requiring constant medical surveillance’. 


Reserpine in Psychiatry 

In a review of the present status of reserpine in 
psychiatry, Michael Shepherd, of the Maudsley 
Hospital (Proceedings of the Royal Society of 
Medicine, October 1956, 49, 849), records the 
results obtained in two groups of patients. One 
was a small group of middle-aged males with 
involutional depression. They were given 10 to 
15 mg. daily for three weeks, without any 
evidence of clinical improvement. After a further 
week without treatment they were given a 
course of E.C.T., and all of them recovered 
after three weeks of this treatment. The second 
group consisted of 24 severe cases of schizo- 
phrenia: all were women, with a mean age of 
40.5 years, and a mean hospital stay of 15.8 
years. They were divided into three subgroups 
of eight, and each group received reserpine, 
chlorpromazine, or a placebo over three separate 
periods of six weeks. The patients’ clinical state 
was assessed at the end of each six-week period. 
The results ‘indicated that chlorpromazine was 
the drug of choice, not merely because the degree 
of improvement was much greater, but prin- 
cipally because the toxic or side-effects of reser- 
pine in these doses were much too troublesome’. 
The side-effects included marked restlessness, 
incontinence of urine and faces, sialorrhcea, 
bulimia, edema of the face, convulsions and, 
most frequently, a well-marked extra-pyramidal 
syndrome. In the author’s opinion, until more 
information is available, ‘reserpine will continue 
to stimulate interest among physiologists, phar- 
macologists and biochemists working on the 
central nervous system but clinicians will sus- 
pend judgment about its value as a therapeutic 
agent’. 


Side-effects of Meprobamate 


Two American dermatologists, H. T. Friedman 
and W. L. Marmelzat (Journal of the American 
Medical Association, October 13, 1956, 162, 
628), report that, following the administration 
of meprobamate, they have seen ‘three cases of 
paradoxical excitement, one case of intestinal 
hyperperistalsis with rice-water stools, one case 
of palsy of the extraocular muscles with diplopia, 
and five cases of skin lesions, chiefly but not 
solely purpuric in nature, extremely pruritic, 
and with a predilection for the lesions to appear 
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first in the pelvic girdle area, genitalia, and groin 
in both males and females’. In several cases the 
skin eruption appeared in less than four hours 
after the administration of one 400-mg. tablet 
of meprobamate. Although ‘as yet no severe 
exfoliative dermatitis has been seen’, the view 
is expressed that ‘this appears to be a likely 
prospect’. They add that they have heard of 
other cases, one of which was ‘so severe that 
hospitalization and treatment with intravenously 
given corticotrophin were required. In an 
occasional case the life of the patient was in 
actual danger’. The reason given by the authors 
for publishing this short report is that, because 
of the widespread publicity this drug has 
received in the lay press, they ‘feel that it is time 
to warn the medical profession of possible toxic 
and allergic reactions to the compound’. 


Vitamin A and Atrophic Rhinitis 


‘VITAMIN A therapy is a new and very useful 
treatment’ of atrophic rhinitis and nasopharyn- 
gitis, according to R. B. Duncan (New Zealand 
Medical Journal, August 1956, §§, 322) on the 
basis of the results he obtained in a small series 
of 20 cases. The usual course of treatment was 
six intramuscular injections of ‘prepalin’, which 
contains 100,000 units of vitamin A in 1 ml. of an 
oily vehicle, given at weekly intervals. After a 
course of injections the follow-up treatment 
consisted of ‘vitamin A tablets, nose drops and 
douching’. Two of the patients were given one 
vitamin A tablet (50,000 units) thrice daily for 
twenty days, instead of injections, and showed 
little improvement. Of the 18 patients who 
received injections, 14 obtained ‘great relief’, 
three showed some improvement, whilst in one 
there was no improvement. This last patient had 
‘marked delayed reactions to injections’. In 
three cases the sense of smell returned after 
having been absent for periods of twenty, 
twelve, and eight, years, respectively. Eight of 
the patients complained of pain at the site of 
injection, and in five of these this was so severe 
that the injections had to be stopped after three 
or more injections. Other side-effects consisted 
of: a ‘shock-like reaction’ after the second and 
third injections in one patient ; a delayed reaction 
‘similar to an attack of influenza’ the day after 
the second injection in one patient; ‘an acute 
liver swelling’ after the second injection in one 
patient, but she completed her course of in- 
jections. It is pointed out that ‘relapse will occur 
if maintenance dosage is stopped’. 


The ant ga Swab in Pulmonary 
Tuberculosis 
“THERE is a definite and important place for 
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laryngeal swabs in tuberculosis work’, according 
to C. H. Hamilton Thomas (Monthly Bulletin 
of the Ministry of Health, July 1956, 15, 141). 
One reason why they are not more extensively 
used is because the ‘loss of viability of tubercle 
bacilli which occurs with delay makes immediate 
examination necessary’. Hamilton Thomas has 
investigated the reasons for this loss of viability, 
and reports that all the cotton-wools examined 
were toxic to tubercle bacilli, some being ‘very 
toxic’. The appearance of the wool gave no 
indication as to toxicity, some grey unbleached 
wools being less toxic than white B.P.C. quality 
cotton-wool. Neither did the absorbency of the 
wool appear to make much difference, although 
on the whole non-absorbent wools were slightly 
better than absorbent wools. Extraction of 
cotton-wool with ether, to get rid of lipids, 
removed most of the toxic property, and the 
ether extracts were found to be toxic. There 
was some evidence that extracted cotton-wool 
was best sterilized in the autoclave. Excessive 
drying of the swab was found to be ‘very harm- 
ful’ to tubercle bacilli, but it is considered 
possible that the effect of drying on wool swabs 
may be due to accentuation of the toxic action of 
cotton-wool. 

A number of synthetic fibres were examined, 
and nylon was found to be better than the best 
cotton-wool, and its use is ‘therefore advised 
when the final culture is to be made on the 
usual solid media’. Calcium alginate enables the 
swab to be cultured in either a solid or a fluid 
medium, and was found to be as satisfactory as 
nylon. As the use of a fluid medium entails less 
work than a solid medium, it is recommended 
that ‘calcium alginate swabs should be cultured 
on a fluid medium’. The final conciusion reached 
is that ‘the choice lies between nylon swabs 
cultured on solid media, and calcium alginate 
swabs dissolved in fluid media’. 


Cabbage Fuice in Peptic Ulcer 
CABBAGE juice, in the form of cachets containing 
the dehydrated juice of Brassica oleracea, was 
administered by F. Pitzus (La Riforma Medica, 
October 20, 1956, 70, 1205) to 36 patients with 
gastroduodenitis or peptic ulcers for periods 
ranging from thirty to forty-five days. ‘Clearly 
favourable results’ were obtained in 12 of the 21 
patients with gastroduodenitis, two of the five 
patients with gastric ulcer, and six of the ten 
patients with duodenal ulcer. The mode of 
action of cabbage juice in this respect is admitted 
to be obscure, but it is suggested that, in addition 
to having an alkalinizing and a ganglioplegic 
action, it may have a specific action in protecting 
the gastric mucosa against the digestive action of 
the gastric secretion, 
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Textbook of Human Anatomy, Edited by 
W. J. HAMILTON, M.D., D.Sc., F.R.S.E., 
London: Macmillan & Co. Ltd., 1956. 
Pp.xiiand 1,022. Figures 797. Price £5. 

Tus new textbook, like its distinguished pre- 

decessors Buchanan, Cunningham, Gray and 

Quain, or like the family Bible, comes into the 

class of massive library furniture. It displaces 150 

cubic inches and weighs nearly six pounds. But 

as reading matter it is as light as thistledown to 
the student of anatomy. The authors see anatomy 
steadily and see it whole, and to them that whole 
embraces not alone macroscopic or topical 
anatomy, but microscopic anatomy including 
cytology, developmental anatomy, comparative 
anatomy, and morphology. In discussing form 
and structure they are naturally led to function, 
and they touch briefly but appositely upon the 
physiology of the parts they describe. These 
wide horizons give the book a spacious atmo- 
sphere that makes stimulating reading. Sections, 
such as the first, on the general properties of 

blood and connective tissue, pages 287 to 309 

on the general physiology of the peripheral 

circulation, and pages 647 to 651 on the intricate 
structure and functions of the pituitary make the 
dry bones of description live. 

The topographical parts, which naturally take 
the greatest space, are by no means dry. The 
text is clear and practical and the figures are 
admirable. The illustrations of certain aspects of 
anatomy to which the surgeon must often turn 
to refresh his memory, such as the phases of 
intestinal rotation, and the anatomy of the 
bronchial tree and of the broncho-pleural seg- 
ments, will be found most helpful. 

This book would make a fine present from a 
medical or surgical father to his son at Christ- 
mas. If the boy has just entered on medicine it 
will start him on the way he should go; if he is 
already started it will keep him there. It should 
be bought now, so that the giver can enjoy it 
before he wraps it up. In its pages he will 
retread behind new leaders the half-forgotten 
paths of dissecting room days with fresh delight. 


An Atlas of Diseases of the Eye. By E. S. 
PERKINS, M.B., F.R.C.S., and Perer Han- 
SELL, M.R.C.S., F.R.P.S. London: J. & A. 
Churchill Ltd., 1956. Pp. ix and gr. 
Illustrated. Price 42s. 

Most books on ophthalmology, as in other 

branches of medicine and surgery, rely mainly 

upon a text, yet no organ compares with the eye 
in the ease with which its internal as well as its 
external structure can be observed. A pictorial 


exposition of ophthalmic disease is especially 
suitable for ease of understanding and simplicity 
of explanation. In many ophthalmic textbooks 
illustrations of both external and internal eye 
conditions are somewhat crude but in this book 
the authors have been able to draw on the wealth 
of clinical material of Moorfields Eye Hospital 
and the surgical, pathological and illustrating 
staff of both the hospital and the Institute of 
Ophthalmology. Practically every common, and 
several rare, disorders of the eye are described 
and illustrated, generally in colour which is so 
necessary to give an accurate representation of 
what is actually seen. Each picture is clearly 
titled and has in addition a brief descriptive 
note. Both illustrations and text attain a high 
standard and it is difficult to see how either 
could be improved within the limitations im- 
posed by the size of the volume. 

Production of the book is excellent and among 
so many things to praise must be the remarkably 
low cost. The wealth of colour reproductions 
could not possibly have been included at the 
price had it not been for the generous financial 
help of Roche Products Ltd. This is a book to 
recommend to every student and every prac- 
titioner. At the modest cost of two guineas who 
can afford to be without it? 


The Accident Syndrome. By Morris §. 
SCHULZINGER, M.D. Springfield, Illinois: 
Charles C Thomas; Oxford: Blackwell 
Scientific Publications, 1956. Pp. xxiii 
and 234. Illustrated. Price sos. 

In twenty years of practice as industrial physi- 

cian and general practitioner the author pains- 

takingly compiled details of the social and 
medical background of patients with some 

35,000 accidental injuries. The population-at- 

risk was not known and studies of incidence 

were therefore not possible. The author widens 
the term ‘syndrome’ so as to include environ- 
mental circumstances as well as the patient, and 
his concept of an accident ‘syndrome’ is not 
very clearly defined. There are detailed analyses 
of such factors as age, sex, season, day of week, 

hour of occurrence, as they affect the 35,000 

accidents. The author supports the view that 

most accidents are related to personality prob- 
lems; the concept that the majority of accidents 
are due to ‘carelessness’ or that they are 

‘chance’ occurrences should, in his view, be 

abandoned. Psychological factors in accident 

causation are discussed in detail. This is a 

useful, popular account of the author’s experi- 

ence in treating large numbers of accidents. 
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It does not replace the standard textbooks on 
the subject. 


Diagnosis and Treatment of Vascular Dis- 
orders (Angiology). Edited by Sau S. 
SAMUELS, A.M., M.D., F.A.C.A., F.A.C.C. 
Baltimore: The Williams & Wilkins 
Co.; London: Bailli¢re, Tindall & Cox, 
1956. Pp. ix and 621. Illustrations 367. 
Price £6 8s. 

Tuts book, written by 17 contributors, is in no 
way a complete textbook on peripheral vascular 
disease, but consists of a series of papers on 
various aspects of these diseases. After initial 
chapters on the anatomy, physidlogy and inner- 
vation of the peripheral blood vessels there is a 
long account of the examination of the patient, 
with more emphasis on special methods of 
investigation than on clinical examination. In a 
book such as this with multiple authorship, the 
standard of contributions is bound to vary but 
particular mention should be made of the 
sections on the treatment of gangrene of the 
extremities, thromboangiitis obliterans, senile 
obliterative arteritis, Raynaud’s disease and 
chronic cedema of the legs, which are excellent. 
The chapter on anticoagulant therapy is less 
satisfactory: although the indications for this 
method of treatment are discussed, the contra- 
indications are not mentioned, and the section 
on the choice of anticoagulant drugs is con- 
fusing. This book will be of greater interest to 
the hospital physician interested in the study of 
peripheral vascular diseases than to the general 
practitioner. It is freely and well illustrated 
and there is a good bibliography. 


Anesthetic Accidents. By V. KeEatiInc, 
M.B., B.CH., D.A., F.F.A.R.C.S. London: 
Lloyd-Luke (Medical Books) Ltd., 1956. 
Pp. vi and 261. Figures 13. Price 25s. 

THE mortality and morbidity of anesthesia are 

of contemporary interest, although this does not 

necessarily imply an increase in the number of 
complications in recent years. Indeed, as Dr. 

Keating points out, considering the profound 

physiological changes that anesthetic drugs— 

and, let us add, some techniques—produce in 
the human body, the infrequency of serious 
accidents is remarkable. What is new is the effort 
of anesthetists, both individual .and corporate, 
to investigate and bring to light the common 
troubles, and it is this new attitude, rather than 
any particular association between complications 
and modern methods of anzsthesia, that 
accounts for the present interest. 

Dr. Keating does a great deal more than 
merely categorize the complications of both 
general and local anesthesia, since a large part 
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of the book is concerned with normal physiology 
and pharmacology. This places the subsequent 
descriptions of the effects of anesthesia in better 
perspective, and underlines the very narrow 
division between therapeutic effect and over- 
dosage. Altogether this is a useful and detailed 
work in which the author has successfully 
blended his own practical experience with that 
found in an extensive survey of world literature. 


The Recovery Room. Eptrep By Max S. 
SADOVE, M.D., and James H. Cross, 
M.D. Philadelphia and London: W. B. 
Saunders Co., 1956. Pp. xxi and 597. 
Illustrated. Price 84s. 

In the preface to this well-produced book, 

Professor Warren Cole remarks that ‘there is 

now total agreement that a recovery room 

results in better care of the patient in the post- 
operative period than when he is sent back to 
the ward’. In the large teaching hospitals, it 
has hitherto not been difficult to give this special 
nursing on the wards; but with the ever-expand- 
ing fields of surgery and, therefore, the newer 
and perhaps bigger major operations, this 
becomes increasingly short of satisfactory, 
first because of the strain on the nursing staff 
and, secondly, because with many of the newer 
operations only a medically trained person can 
properly assess the situation and act accordingly 
with the necessary speed. Dr. Sadove and 
Dr. Cross give full details of size, equipment, 
cost (including financial repercussions to the 
patient), and personnel, so that it is a useful 
guide to any hospital thinking in terms of 
establishing something of the kind. Neverthe- 
less, the book goes much further than this and 
advocates something much more ambitious and 
ali-embracing, namely, the ‘intensive treatment 
centre’, wherein can be treated almost anything 
requiring special nursing and treatment. Many 
of the conditions dealt with will remain in this 
department for several days, and the book 
finisi:es with a list of medical states that would 
be advantageously and economically treated in 
the centre. Of such are cardiac failure, pul- 
monary embolism, cerebrovascular accidents, 
diabetic coma, poisoning; so that it is indeed an 

‘intensive treatment centre’ rather than a 

recovery room. 

An interesting and thought-provoking book. 


Selected Papers of Sir Gordon Holmes. 
Compiled and edited by F. M. R. 
Watsue. London: Macmillan & Co., 
Ltd., 1956. Pp. xii amd 262. Figures 84. 
Price 20s. 

Since 1901 Gordon Holmes has made more than 

130 contributions to neurological literature, none 
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of them inconsiderable and many of funda- 
mental importance. In the present volume, com- 
piled and edited by Sir Francis Walshe on 
behalf of the Guarantors of Brain, Sir Gordon’s 
eightieth birthday is most aptly celebrated by the 
publication of a selection of his papers devoted 
to three subjects: the cerebellum, cortical repre- 
sentation of vision, and visual orientation and 
attention. These papers are masterpieces of 
clinical research and pathological correlation, 
as valid today as when they were written, in 
some instances forty or even fifty years ago. It 
is indeed remarkable to reflect that they repre- 
sent only a part of the original contribution to 
medicine of a consultant physician of the 
traditional type, busily engaged in the hospital 
and private practice of neurological medicine, 
and entirely lacking university appointment 
recognition, or support. We await the emergence 
of a figure of comparable stature from the ranks 
of the full-time academic clinicians of today. 


The Facts of Mental Health and Illness. 
By K. R. STALLWoRTHY, M.B., Cu.B., 
p.P.M. Christchurch, N.Z.: N. M. Peryer 


Ltd.; London: Lloyd-Luke (Medical 
Books) Ltd., 1956. Pp. 215. Price 
18s. 6d. 


We had occasion a few months ago to con- 
gtatulate Dr. Stallworthy on his previous 
volume ‘Psychiatry’ though we emphasized that 
it was not a volume for specialists. The same 
clarity which marked the previous volume marks 
this one which has sprung from lectures Dr. 
Stallworthy has given in adult education classes. 
The attenders were indeed lucky and we can be 
sure the author’s answers to the many questions 
which must have been prompted were clear. It 
would be easy to carp because not enough is 
said on some subjects. We welcome much that 
is forthrightly said upon marriage and sex. If, 
as seems likely, further editions are called for, 
we hope the author will include something 
about lists for further reading. He is com- 
mendably open about the claims made for each 
form of therapy, and those who read this book 
will have a better guide to the chances than 
some enthusiasts provide. 


A Doctor Returns. By Donatp Mcl. 
JOHNSON, M.B., B.CH., M.P. London: 
Christopher Johnson Publishers Ltd., 
1956. Pp. 256. Price 16s. 

Tuts is an outspoken onslaught upon the im- 

perfections of the present method of certification 

of the insane, based upon the author’s personal 
experience. In 1950, he was forcibly detained in 

a mental hospital for six weeks under a receiving 

order. According to himself, his temporary 
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‘insanity’ was the result of his having been 
poisoned by one of the hallucinogenic drugs. In 
other words, his mental derangement was purely 
a temporary episode which did not require such 
drastic management. His further criticism of his 
treatment is that no attempt was made, either 
at the time or subsequently, to investigate his 
contention that he had been poisoned. 

Whatever may be the rights or wrongs of his 
case—and it must be confessed that Dr. Johnson 
does not make a good advocate for himself—his 
experience is a disturbing one and yet another 
example of how the present system of certifica- 
tion and detention of individuals in mental 
hospitals requires careful overhauling. It may 
not be so bad as Dr. Johnson makes out, but 
the mere fact that there are loopholes is a matter 
for public concern. 


NEW EDITIONS 

Price's Textbook of The Practice of Medicine, in 
its ninth edition (Oxford University Press. 
London: Cumberlege, 63s.), is edited by 
Donald Hunter, M.D., F.R.c.p. His team of col- 
laborators contains many new names, and 
between them they have undertaken a thorough 
and wholly successful revision of this well- 
established textbook. An interesting feature of 
the new edition is the almost complete dis- 
appearance of illustrations: there are only three 
figures in the whole volume. Opinions will differ 
as to the wisdom of this drastic measure. It is 
certainly asking a lot of the uninitiated to expect 
them to understand, for instance, Dr. Brigden’s 
account of electrocardiography—lucid and clear 
though it undoubtedly is—without a single 
illustrative example. 

This, however, has always been more of a 
reference book for the clinician than a textbook 
for the student, although the senior student 
would be well advised to consult it when con- 
solidating his knowledge preparatory to the final 
examinations. For the clinician, whether in con- 
sulting or general practice, it stands supreme as 
an authoritative guide to the best current practice 
in this country. The fundamentals of medicine 
are all here, carefully integrated with the many 
advances in investigation and therapeutics 
which have marked the quinquennium since the 
last edition was published. 


Diseases of The Heart and Circulation, by Paul 
Wood, 0.B.E., M.D., F.R.C.P., in its second edition 
(Eyre & Spottiswoode, {5 5s.) consolidates its 
position as the premier textbook on the subject 
for the postgraduate and the cardiologist. 
Revision has been extensive, but also dis- 
criminating. Recent advances are carefully in- 
tegrated with former knowledge so as to present 
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a balanced picture of the current state of cardi- 
ology. This is no mere catalogue of facts and 
other people’s work. It is a closely integrated 
review of current knowledge interpreted by one 
who is actively engaged in the specialty. One 
may not always agree with the opinions ex- 
pressed, but they are always worthy of con- 
sideration and, even if not accepted, always 
stimulate fresh thought on the problems in 
question. This is a book of which it is safe to 
say that it is essential reading for all interested 
in cardiology—and what clinician is not? As 
in the first edition, the illustrations are notable 
for their profusion, selectivity and high standard 
of reproduction. 


Cardiology, by William Evans, M.D., D.SC., 
F.R.C.P., in its second edition (Butterworth & 
Co. (Publishers) Ltd., 92s. 6d.) has been revised 
and enlarged, and retains the characteristics of 
the first edition: clarity of thought, diction and 
illustration, dogmatism, and clinical acumen. 
The only reservations which must be made in 
wholeheartedly commending this admirable 
book concerr. the dogmatic and somewhat un- 
conventional views which the author holds on 
certain subjects. His definition of hypertension, 
for instance, as a systolic pressure of 180 mm. 
Hg or over, or a diastolic pressure of 110 mm. 
Hg or over, or both, on three consecutive ex- 
aminations, is not likely to receive wide accept- 
ance. His views on therapy in hypertension and 
on anticoagulant therapy in myocardial infarc- 
tion may be a salutary brake on the therapeutic 
optimists but can scarcely be accepted as a 
judicial summing up of the available evidence. 
Where clinical problems are involved, however, 
and the elucidation and interpretation of symp- 
toms and signs, this book is an outstanding 
contribution to the understanding of cardiology. 
The 569 illustrations are superb. 


Modern Operative Surgery, edited by the late 
G. Grey Turner, D.cCH., M.S., F.R.C.S., and by 
Lambert Charles Rogers, M.D., M.SC., F.R.C.S., 
F.R.C.S.ED., vol, II, in its fourth edition (Cassell 
& Co. Ltd., 75s.), deals with the repair of hernia, 
with radiotherapy in malignant disease, with 
neurosurgery, with gynzcological operations, 
and with operations on the eye, the ear, the neck 
and* upper air passage, on the genito-urinary 
apparatus, and on the rectum and anal canal. 
This volume, like the first, embodies the 
sound principles of British surgery, and will be 
sure of its welcome. There are perhaps too many 
methods discussed, some of them, like the opera- 
tions for hypospadias, long obsolete, and far 
too many blocks from  instrument-makers’ 
catalogues. But the practical outlook and the 
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wise advice of the team of writers will earn it a 
place in any surgical library. 


Synopsis of Gynaecology, by Robert James 
Crossen, M.D., F.A.C.S., in its fourth edition 
(Henry Kimpton, 40s.), contains 245 pages with 
132 illustrations and a good index. It is divided 
into 16 chapters including a short one on the 
medico-legal aspects of gynecology. A con- 
siderable amount of information is crowded 
into this volume and this is accomplished by 
using small but clear illustrations and print. It 
is based on the larger work, ‘Diseases of Women’, 
by the same author and is intended primarily 
for American medical students. Certain differ- 
ences are bound to exist between American and 
English teaching of the subject. For example, 
intra-abdominal inspection by culdoscopy and 
peritoneoscopy is little practised and taught here 
at the present time. Nevertheless the student 
on this side of the Atlantic will find much in 
this pocket-size book to commend it. 


Medical Parasitology, by William G. Sawitz, 
M.D., second edition (McGrew-Hill Book Co., 
Inc., 45s.).—This book will be of interest to 
those taking postgraduate courses in tropical 
medicine. There are main sections dealing 
successively with protozoa, helminths and 
arthropoda of medical interest. The first two 
of these are good, but in the third the book’s 
chief fault—excessive condensation—becomes 
apparent, and the section, which attempts the 
impossible task of covering the extensive and 
difficult subject of medical entomology in 58 
pages, is inevitably extremely sketchy and not 
always accurate. These sections are followed by 
one on the treatment of parasitic diseases which 
gives an accurate summary of current American 
practice. After a largely tabular synopsis and 
a short chapter on laboratory diagnostic tech- 
niques the book concludes with a section giving 
the derivations of the various scientific terms 
and names used in the text. 





INDEX AND BINDiNG CASES 


The index to Vol. 177 (July-December 1956) will be 
forwarded to all a with the January 1957 issue. 
Binding cases for this - 2 volumes are available 
in eee cloth with gilt lettering. price §s. 
t free. The cases are made to hold oo after 
vertisement pages have been removed ; they are not 
ott binding. Alternatively, subscribers’ copies can be 
bound at an inclusive charge of 13s. 6d. per volume; 
this includes the cost of binding cas- and return postage. 





The contents of the Jonueny issue, which will contain 
a symposium on ‘Favourite Prescriptions’ will be found 
on page cxii at the end of the advertisement section. 





Notes and Preparations, see page 767. 

Fifty Years Ago, see page 771. 

Motoring Notes, see page ixxvii. 

Annual Report of College of General Practitioners 
see supplement pages 1-48 
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a question of CONFIDENCE 


Doctors can depend on AcHromycin® tetracycline to win the confidence and co- 





operation of the younger patient, for a comprehensive range ol preparations has 
been formulated to make a special appeal to children and infants. For instance, 
cherry-flavoured Syrup and Liquid Pediatric Drops . . . chocolate-flavoured 
Spersorps* Oral Suspension with a delicious ‘taste appeal’: such preparations 


as these readily transform the treatment into a treat! At the same time they win the 
physician’s confidence as they ensure effective therapeutic dosage of ACHROMYCIN 
tetracycline the broad-spectrum antibiotic that has earned its pre-eminence on the 
solid basis of consistently good results. Indeed, AcHromycin will frequently secure 


a prompt successful response where other measures have proved wholly ineffective. 


ACHRORAYCIRAT 


* Regd. Trade Mark TETRACYCLINE 
Liquip Pepiatric Drops (100 mg. per cc.), 1 Gm. in to oc. bottles. Ora Suspension (250 mg. per 
5 cc.), 1.5 Gm. in 1-02. bottles. Spersoms* Dispersible Powder (50 mg. per 3 Gm. powder), Jars of 
36 Gm. and 75 Gm. Sorvsie Tasiets (50 mg.) Bottles of 100. Syvaur (125 me. per 5 cc.) Bottles 
of 2 and 16 fi. oz. Capsues (50 mg.), vials of 25 and 100 Tas iets (50 me vials of 25 and 100 


Also available in the following forms 


EAR SOLUTION - INTRAMUSCULAR * INTRAVENOUS * OINTMENT - OPHTHALMIC OINTMENT - OPHTHALMK 
POWDER STERLIZED © TROCHES 
LEDERLE LABORATORIES DIVISION 
, 
f 
( , 73 UB LONDON, W.C.2. 
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erpasil 


(the alkaloid reserpine from Rauwwolfia) 


ANTIHYPERTENSIVE 





GRADUAL AND SUSTAINED REDUCTION 
OF BLOOD PRESSURE 
SYNERGISTIC EFFECT WITH OTHER 
ANTIHYPERTENSIVES 
MODERATE SLOWING OF HEART-RATE 
CALMING EFFECT 
Tablets of 0.1 mg. and 0.25 mg. in bottles of 25, 100 and 500. 


Elixir containing 0.25 mg./5 c.cm. in bottles of 100 c.cm. 1 mg. and 


4 mg. tablets, 1 mg. and 2.5 mg. ampoules also available 


C.F BA 


*‘ Serpasil’ is a registered trade mark. Reg. user 
CIBA LABORATORIES LIMITED, HORSHAM, SUSSEX 
Telephone : Horsham 4321. Telegrams : Cibalabs, Horsham 
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NOTES AND PREPARATIONS 


NEW PREPARATIONS 
‘ANTIPHEN’ brand dichlorophen is a new anthel- 
mintic preparation which ‘involves no inter- 
ference with the patient’s ordinary routine, and 
no starving or purgation is required’. It has been 
found effective in the treatment of human in- 
festation by T. saginata and Dipylidium caninum, 
and ‘would appear to be effective’ against 
roundworms. ‘It is anticipated that it will be 
effective’ against 7. solivm. Supplied as 0.5-g. 
tablets in containers of 12. (Pharmaceutical 
Specialities (May & Baker) Ltd., Dagenham, 
Essex.) 


“ASMAPAX’, ‘Barsipex’ and ‘DexTEN’ ‘ion-ex’ 
tablets all ‘utilize the principle of ion-exchange 
to provide 10 to 12 hours’ uniform uninterrupted 
therapeutic or prophylactic effect with a single 
dose’. ‘Asmapax’ ‘ion-ex’ tablets each contain: 
the equivalent of ephedrine hydrochloride, 50 
mg.; theophylline, 65 mg.; bromvaletone, 150 
mg., and mephenesin, 50 mg.; and are intended 
for the prophylactic treatment of asthma. 
‘Barbidex’ ‘ion-ex’ tablets each contain the 
equivalent of 10 mg. of dexamphetamine sul- 
phate and 60 mg. of phenobarbitone, and are 
intended for ‘day-long uninterrupted relief of 
anxiety and depression and for day-long appetite 
control’. ‘Dexten’ ‘ion-ex’ tablets each contain 
the equivalent of 10 mg. of dexamphetamine 
sulphate and are intended for ‘day-long appetite 
suppression and for the patient who is tired all 
day’. All three preparations are issued in special 
safety containers which a young child cannot 
open and which hold 30 ‘ionex-tabs’, and also in 
bottles of 250. (Clinical Products Ltd., 2 The 
Green, Richmond, Surrey.) 


“CoLcuHIPIRINe’ tablets each contain: colchicine 
B.P., 0.1 mg.; acetylsalicylic acid B.P, 300 mg.; 
and aneurine hydrochloride B.P., 8 mg., and 
are intended for the treatment of rheumatism 
and gout. They are said to be ‘exceptionally well 
tolerated’ and to have been used with ‘very 
favourable results’ in numerous cases. Available 
in packs of 60 and 400 glutinized tablets. (Con- 
tinental Laboratories Ltd., 101 Great Russell 
Street, London, W.C.1.} 


*‘FLuscorBtINn’ tablets each contain: ascorbic acid 
B.P., 0.15 g.; quinine dihydrochloride B.P., 
0.08 g.; quinidine sulphate B.P., 0.001 g.; 
phenacetin B.P., 0.05 g.; and caffeine B.P., 
0.005 g., and are intended for the treatment of 
influenza, the common cold, and similar con- 
ditions. “Treatment is directed towards over- 
coming the febrile state and its accompanying 
malaise as quickly as possible, thus preventing 


the onset of the more serious respiratory com- 
plications which so often follow upon these 


conditions’. Issued in tubes of 18 tablets. 
(Continental Laboratories Ltd., 101 Great 
Russell Street, London, W.C.1.) 

‘NEONAL’ analgesic cream contains: salicylic 


ester of ethylene chlorhydrin, 10%; methyl 
nicotinate, 1%; and guaiacyl nicotinate, 1.5%), 
and is intended for ‘the topical treatment of 
rheumatism and kindred conditions’. Supplied 
in tubes containing 1 oz. (28.5 g.). (H. R. Napp 
Ltd., 3 & 4 Clements Inn, London, W.C.z.) 


‘NoTENSIL’ is 3-acetyl-10-(3‘dimethylamino- 
propyl) phenothiazine and is said to be ‘effective 
in relieving hostility, apprehension and anxiety 
in the major psychoses’, and ‘in restoring normal 
behaviour in those conditions in which tension 
is a major factor’. Its potency is ‘about twice 
that of chlorpromazine hydrochloride’, and side- 
effects are ‘minimal’. The manufacturers state 
that ‘in accordance with current pharmaceutical 
and medical opinion regarding tranquillizing 
agents’ they are hoping, initially, to restrict 
its use to mental and other hospitals. Available 
in tablets of 10 mg. (bottles of 30 and 1000) 
and 25 mg. (bottles of 100). (Benger Laboratories 
Ltd., Holmes Chapel, Cheshire.) 


‘Os.tvon-C’ tablets each contain 100 mg. of 
methylpentynol carbamate. They are indicated 
in the treatment of ‘anxiety states and as an 
adjunct in the treatment of asthma and similar 
conditions in which there is an underlying stress 
factor’. Their duration of action is approxi- 
mately 4 hours, compared with 1 to 14 hours for 
‘oblivon’. No adverse reactions have been 
reported following extensive clinical trials. Sup- 
plied as ‘sea-blue, sugar-coated’ tablets known as 
‘ovets’, which are of ‘a special shape and par- 
ticularly easy to swallow’, in packs of 100. 
(British Schering Ltd., 229-231 Kensington 
High Street, London, W.8.) 


PHARMACEUTICAL NOTES 
Prizer Lip. announce that their hydrocortisone 
topical ointment ‘cortril’ is now available as a 
greasy-base preparation containing 1% or 2.5% 
hydrocortisone alcohol. This is known as 
‘“cortril’’ topical ointment (greasy)’ and is for 
dry, chronic eczemas. Both strengths are avail- 
able in tubes of 5 and 15 g. (137-139 Sandgate 
Road, Folkestone, Kent.) 


WiiiaM R. Warner & Co. Lrp. announce that 
their preparation ‘pacatal’ is now available in 
tablets of 100 mg. as well as 25 mg. (Power 
Road, London, W.4.) 
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FILM NEWS 

Tue Scientific Film Association’s Catalogue of 
Films on Aneesthesia and Related Subjects con- 
tains reviews of 65 films. Full details are given of 
each film, its distribution and the names of 
medical advisers associated with its production, 
together with a critical review of its content and 
an indication of ‘audience suitability’. (Scientific 
Film Association, 164 Shaftesbury Avenue, 
London, W.C.z2, price 5s. including postage.) 


FORTHCOMING CONFERENCES 
Education of the Public regarding Cancer will be 
the subject of a one-day conference to be held 
on January 24, 1957, in the Great Hall, B.M.A. 
House, Tavistock Square, London, W.C.1. 
Education for Motherhood is the subject chosen 
for study at a four-day seminar to be held from 
February 26 to March 1, 1957, at St. John 
House, Collingham Gardens, London, S.W.s5. 

Full details of both these conferences may be 
obtained from the Medical Director, Central 
Council for Health Education, Tavistock House, 
Tavistock Square, London, W.C.1. 


THE POSTGRADUATE MEDICAL 
SCHOOL 
Tue Postgraduate School of London is appealing 
for £750,000 to provide adequate accommoda- 
tion for its rapidly expanding activities. The 
School, which was incorporated by Royal 
Charter in 1931, and was officially opened in 
1935, has neither endowments nor subscrip- 
tions, and is wholly dependent for its income 
upon a grant from the University of London, of 
which it is a constituent part. This income only 
suffices to meet current expenditure and leaves 
nothing for capital expenditure of the order 
which is now essential if the School is to con- 


tinue to subserve its function as a Common-. 


wealth Centre of postgraduate medical educa- 
tion. Since it was founded, over 12,000 graduates 
have passed through the School, including 6,099 
from the United Kingdom, 3,884 from the 
Commonwealth, 755 from the United States, 
723 from Europe, and 941 from other parts of 
the world. Contributions should be made pay- 
able to the ‘Postgraduate Medical School 
Extension Fund’, and sent to The Appeal 
Treasurer, Postgraduate Medical School, Du- 
Cane Road, London, W.12. 


IMPERIAL CANCER RESEARCH FUND 
Tue Imperial Cancer Research Fund, which 
was founded in 1902, has decided to build new 
laboratories in Lincoln’s Inn Fields, adjoining 
the Royal College of Surgeons. Plans have been 
approved and building will begin as soon as 
possible. This will involve a capital expenditure 
of £1,000,000, and it is expected that their 
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maintenance will involve an additional expendi- 
ture of £100,000 a year. The annual expenditure 
of the Fund is already in the region of £110,000. 
The fund receives no income from official 
sources and relies entirely on the public for 
financial support. 


CRICHTON ROYAL, DUMFRIES 

In his annual report for 1955, Dr. P. K. 
McCowan, the physician superintendent of the 
Crichton Royal, Dumfries, reports that six of 
the ten admission wards and 27 of the 31 long- 
stay wards are now ‘open’. ‘This means that 
966 patients are in open wards and 296 in closed 
wards. During the year 16 standard leucotomies 
were performed, bringing the total of such 
operations performed in the hospital to 504, 
performed on 459 patients. With few excep- 
tions the operation was only performed on 
schizophrenics who had failed to respond to all 
other methods of treatment. The results show 
that ‘fully one-third’ have been discharged 
‘socially recovered’, the majority of whom are 
gainful'y employed, whilst a further third are 
‘very much improved, though still requiring 
continued supervision in hospital’. It is reported 
that ‘during the year the new tranquillizers 
“largactil’’ and “‘serpasil’’ have continued to 
be tried out on an extensive scale with very 
satisfactory results’. 

In reporting that ‘there is now a sufficiency 
of T.V. sets to ensure that all patients who so 
desire can enjoy this form of entertainment’, 
there being 26 sets in the hospital, many gifts 
from patients and their relatives, Dr. McCowan 
comments : “The continuing policy of the Depart- 
ment of Health insisting that these forms of 
treatment should be paid for out of the endow- 
ment funds of mental hospitals shows an utter 
failure on the part of their advisers to appreciate 
that in the case of patients suffering from ner- 
vous and mental disorders, music, television 
and such like are not diversions but important 
forms of treatment to which every encourage- 
ment should be given’. 


SPOFFORTH HALL 
‘A FILTHY home, mother addicted to drink, no 
hygiene, the only bottle for the baby a beer 
bottle with a teat attached’. Such is a typical 
history of the type of mother who is admitted to 
Spofforth Hall, the recuperative centre for 
mothers run by the Elizabeth Fry Memorial 
Trust. Most of the mothers are referred to the 
centre by probation officers, and the aim of the 
centre is to train them in how to run their 
homes and bring up their children. Each mother 
is accompanied by all her children under the 
age of five years, and the usual period spent in 
the centre is four months. In the fourth annual 
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restores the scalp to a clean, healthy condition. 







Then— without further care—the patient’s scalp remains 
free from the scaling, itching and burning of seborrhoeic 
dermatitis for one to four weeks. Clinical reports covering 

more than 400 cases show that sSELSuUN controls 92 to 95% of 
common dandruff cases, 81 to 87% of all seborrhoeic dermatitis cases. 


SELSuUN is remarkably simple to use. Patients just add it to their 





regular hair-washing routine. It rinses out easily, leaves the hair and 
scalp clean and easy to manage. sELSUN is available in 2 and 4 fluid 


ounce bottles, with special direction label on every bottl« 
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NOTES AND PREPARATIONS 


report of the centre, which has just been pub- 
lished, it is noted that the statutory fees paid 
under Probation Orders, which are fixed by the 
Treasury, do not cover by any means the cost 
of running the centre, and the deficit has to be 
met by voluntary gifts and contributions. 


DOCTORS AND DRUGS 
‘CONT?OLLING the nation’s steadily mounting 
drug bill without interfering with the doctor’s 
clinical freedom to prescribe whatever drug he 
believes best for his patient’ is ‘one of the 
thorniest problems facing the National Health 
Service today’, according to the Under- 
Secretary of State for Scotland in an address 
recently to the Conference of Scottish Associa- 
tion of Executive Councils. What he described 
as ‘one of the most curious features’ of the 
present position is the difference in the amount 
and cost of medicine prescribed in different 
parts of the country. In Glasgow, for instance, 
the average cost per patient in November 1955 
(2s. 64d.) was 9}d. above the corresponding 
figure for Dundee (1s. o}d.). In Glasgow last 
year the total cost of prescribing was approxi- 
mately £1,509,000. If Glasgow’s average cost 
per patient had been brought down to the 
Dundee figure a saving of £350,000 would have 
been effected. As a further example of how 
money could be saved, he quoted the instance 
of the practitioner who, after being spoken to 
about his drug bill, reduced his average cost 
per patient from 4s. 24d. to 1s. 8}d. 


PERTUSSIS MORTALITY 
WHoOoPING-COUGH is still the most deadly of 
communicable diseases of children, and kills 
more babies before their first birthday than all 
the other common diseases of childhood to- 
gether, according to a recent World Health 
Organization report. This is in spite of a 
marked decline in mortality during the last 
fifty years: e.g. from 17.5 per 100,000 inhabitants 
to 6.2 in Sweden, and from 30.1 to 0.6 in 
England and Wales. Although deaths have 
declined, the number of cases has not di- 
minished, and the disease affects as many people 
as ever. One of the curious features of whoop- 
ing-cough, to which attention is drawn in this 
report, is the fact that it is unique among in- 
fectious diseases in that the incidence and 
mortality are higher among girls than among 
boys. 

SAFETY IN THE AIR 
ACCORDING to a report issued by the Metro- 
politan Life Insurance Company, the fatality 
rate per 100,000,000 passenger miles flown on 
United States domestic air lines is less than a 
tenth of what it was twenty years ago. Thus, 
in the period 1953-55, the rate was 0.55 per 
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100,000,000 passenger miles, compared with 
5.87 for 1933-35. The number of miles flown 
in the more recent period was eighty times that 
in 1933-35. The figure for United States inter- 
national air lines is even more impressive. 
During 1953-55, only four passenger deaths 
occurred on such flights, representing a fatality 
rate of only 0.03 per 100,000,000 passenger 
miles. In reporting these figures, the Nex 
England Journal of Medicine (1956, 255, 400) 
comments that ‘it would seem, in view of 
relative speeds of travel, that some additional 
factor or factors should be considered in an 
evaluation of safety, and not simply the distance 
covered. It might appear to some persons, per- 
haps statistically naive, that the important 
factor should be the number of passengers who 
lose their lives each year as a result of flying 
accidents, in relation to the number who take 
to the air. For the number of miles travelled is 
a matter of speed and not of the risk involved 
per hour of being airborne or of taking off and 
landing’. 

PEACE IN THE PHARMACY 
AccorDINnGc to the Pharmaceutical Journal, the 
following notice has been posted on the door of 
a pharmacy in the Riviera: ‘Our customers are 
reminded that the sale of medicines and the 
reading and dispensing of prescriptions ne- 
cessitate our very careful attention. Con- 
sequently, we intend doing our work quietly 
and calmly, and we request that rowdy and 
noisy children be kept outside, failing which the 
service will be suspended in order to avoid the 
slightest error which may be prejudicial to 
patients and customers’. 


TONS OF TRANQUILLIZERS 
ACCORDING to newspaper reports, Americans 
consume 50 tons of meprobamate every month 
and ‘still the demand exceeds the supply’. 


PUBLICATIONS 

The Life of Hugh Owen Thomas, by David Le 
Vay, M.S., F.R.C.S., is predominantly an analysis 
of Thomas's writing, preceded by a short 
account of his life, and followed by a rather 
jejune psychological dissection of the father of 
modern orthopedics. It is all written in rather a 
breathless style, which is typified by the absence 
of any division into chapters. (E. & S. Living- 
stone Ltd., price 25s.) 


Tuberculosis Control: Plans for Intensified Inter- 
Country Action in Europe, WHO Technical 
Report Series No. 112, shows the importance 
of adopting in the control of tuberculosis those 
methods that have proved effective for the 
control of other infectious diseases. (H.M. 
Stationery Office, price 1s. 9d.) 
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Feeding in Infancy and Early Childhood by 
Ursula James, M.R.C.P., is primarily intended for 
nursery nurses, midwives and health visitors. It 
gives a clear account of current practice in breast 
and artificial feeding, also in weaning and mixed 
feeding; and there are chapters on the feeding 
of premature infants and common feeding prob- 
lems. A brief account is also given of the 
associated disorders of anaemia, vomiting and 
gastroenteritis in infancy. A few of the author’s 
views will surprise many pediatricians, notably 
the assertion that fresh cow’s milk is unsuitable 
for infant feeding in the first few months of life 
and the advocacy of introducing mixed feeding 
to premature infants at the early age of 2 to 3 
months irrespective of weight—a practice which 
is gaining ground in America. (Faber & Faber 
Ltd., price 10s. 6d.) 


Akute Innere Krankheiten, by H. A. Kihn, 
H. Klepfig, and E. Schildge, is a most useful 
aid to the differential diagnosis of acute internal 
diseases. Its aim is to refresh the memory of the 
practitioner through a synoptic presentation of 
leading symptoms and diagnosis. The main 
headings include coma, fever, cyanosis, head- 
ache, circulatory crises, abdominal pain, down 
to such symptoms as pain in the back and 
extremities. In the case of pain, its localization, 
duration and character are shown against the 
diseases causing them, and diagnostic and, 
finally, therapeutic guidance is given in tele- 
graphic style. (Georg Thieme, price DM 14.70.) 


How To Live with Your Rheumatism, by Oswald 
Savage, 0.B.E., M.R.c.P. How To Live with Your 
Duodenal Ulcer, by Robert Kemp, M.p., 
M.R.C.P. How To Live with Your Blood Pressure, 
by Baden Beatty, M.B., D.P.M. How To Live 
with Your Nerves and Like It, by Henry Harris, 
M.D., D.P.M.—Writing on medical subjects for 
the layman is always a difficult task. The authors 
of these four Family Doctor books have success- 
fully achieved the aim of providing a balanced 
and accurate review of the subjects with which 
they are dealing, couched in simple language. 
Practitioners can safely recommend them to those 
patients whom they feel would benefit from a 
more detailed account of their disease than it is 
usually possible to give in the consulting room. 
(British Medical Association, price 8s. 6d. each.) 


The China Roundabout, by Josephine Bell, may 
contain too many improbabilities to suit the 
palate of the expert in thrillers, but it provides 
pleasant bedtime reading for the occasional 
dabbler in this highly specialized field of fiction. 
Drug trafficking, illicit diamond deals and a 
reasonable quota of murders are all carefully 
blended in the traditional manner. General 
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practitioners will have a special interest in the 
book, as the author has just retired from general 
practice. (Hodder and Stoughton, price 12s. 6d.) 


OFFICIAL NOTICE 
Poliomyelitis Vaccine.—The Ministry of Health 
has issued the following notice to all local health 
authorities. “The first issue of vaccine, to be 
distributed to local health authorities in the last 
week of November, will be enough to vaccinate 
the 27,000 children in England and Wales who 
received only one injection before vaccination 
was suspended at the end of last June... 
Arrangements should be made to give second 
injections to as many of these children as possible 
during December. Any vaccine remaining— 
which will be small in quantity—should then 
be used to give first injections as soon as possible 
to further children who were registered for 
vaccinatior earlier in the year. Children may be 
selected for this purpose in any way convenient 
to the authority. It is hoped that regular supplies 
of the vaccine will become available from the 
middle of January 1957 onwards’. 


OFFICIAL PUBLICATIONS 

The Rehabilitation, Training and Resettlement of 
Disabled Persons is the report of the committee, 
under the chairmanship of Lord Piercy, ap- 
pointed by the Government to review the 
existing provision for the rehabilitation, training 
and resettlement of disabled persons, and to 
make recommendations. Among the recom- 
mendations are the establishment of resettlement 
clinics at every major hospital, to give advice and 
guidance to disabled persons whose cases are 
specially difficult; the encouragement of general 
practitioners to play a fuller part in rehabilita- 
tion; and the experimental provision of two or 
three comprehensive centres containing re- 
habilitation services of hospital and industrial 
units, and the provision by hospital boards of 
specialist services fo: -hose attending industrial 
rehabilitation units. (H.M. Stationery Office, 
price 5s. 6d.) 


List of Special Schools for Handicapped Pupils 
in England and Wales includes all day and 
boarding special schools for handicapped pupils 
in England and Wales approved by the Minister 
of Education up to July 1956. The list does not 
include any independent schools which may 
take handicapped pupils. (H.M. Stationery 
Office, price 3s. 6d.) 


CORRIGENDUM 
Mr. Hedley Atkins asks us to state that the formula 
which he recommended in our issue of September 1956 
(p.. 349) for a solution for storing sterile instruments 
should have read:—Borax 1.3%; formalin 2.5%; phenol 
0.4%; Water to 100%. 
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Rubriment relieves pain in 
such conditions as muscular 
rheumatism, fibrositis, strains 












Some minutes after applica- 
tion the skin becomes flushed 
and there is a comforting feel- 
ing of warmth which persists 
for many hours. 


and sprains. 









A new long-acting rubefacient— 


safe and effective 


RUBRIMENT containsa new substance, the 
benzyl ester of nicotinic acid, which gives a long- 
lasting rubefacient effect. Experimental studies 
have shown that even after prolonged and re- 
peated application no damage or irritation to 
the skin structure was caused. 

Ten minutes after application there is a feel- 
ing of warmth and the area becomes flushed. 


This redness is due to the dilation of the small 
cutaneous blood-vessels. Clinical reports have 
been received of the efficacy of Rubriment for 
relief in such conditions as muscular rheuma- 
tism, lumbago, fibrositis, strains and sprains. 
The immediate and prolonged vascdilatory 
action of Rubriment also provides relief for 
unbroken chilblains. 





Available in two forms Rubriment (2.5% 
nicotinic acid benzyl ester and 0.1% Capsicin) 
is available either as a cream or as a liniment, 
both of which are non-greasy. 

The cream is rapidly absorbed and needs 





only gentle application. It is supplied in tubes 
of 20 g. (approx.). Basic price to N.H.S., 2/2d. 
The liniment lends itself to massage, if this 
is required. It is supplied in bottles of 2 fl. ozs. 
(approx.). Basic price to N.H.S., 3/-. 








Directions for use One application per day has 
been found to be effective for the majority of 
patients, though a fresh application may be made, 


RUBRIMENT Horlicks Limited 


PHARMACEUTICAL DIVISION 


if necessary, at more frequent intervals. Rubriment 
is not advertised to the public and can be pre- 
scribed on E.C.10. 


SLOUGH BUCKINGHAMSHIRE 
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The effectiveness of -. 


Hydro-Adreson Ointment 


is due to 


* the hydrocortisone being included in 


* the Neutral Base, thus any skin irritation due 
to acidity or alkalinity is avoided. 


* The Smooth and Pliable Consistency which 
allows adequate coverage without additional 
injury from friction to already damaged tissue. 


This special bland base is free from excessive 


greasiness. 
The Hydrocortisone it contains is now the acknowledged Hydro-Adreson hycro- 
treatment of choice in many skin disorders cortisone free alc>hol 
Hydro-Adreson effectively reduces hyperaemia and oedema, ointment is supplied in 
relieves pain, and dries up exudat've areas. By rapidly tubes of 5gm. or | Sgm. in 
relieving irritation the ointment reduces the risk of two concentrations of 
further damage and infection from scratching and speeds 1% (10 mg. per gm.) or 
the healing of lesions. 2°5%, (25 mg. per gm 
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‘Health 


eatable’.—Oscar Wilde, A 


‘Notes by the Way’ deplore the attitude which 
‘the Scribes and Pharisees of the profession’ 
have taken up in regard to preaching to the 
people the gospel of health: ‘Like the obscur- 
antist churchmen of old, they will not have the 
people educated. Their view is that medicine 
must be treated as a mystery, which only its 
priests may handle, and medical knowledge 
must be in the keeping of a sacerdotal caste. As 
we have pointed out over and over again, it is 
only by the gradual education of the public that 
great sanitary reforms are practicable, for the 
profession can do nothing without the coopera- 
tion of the people. But the people cannot 
cooperate unless they know how to do so, and 
this they cannot learn unless they are taught. 
Who is to instruct them but the doctors, whose 
very title means “‘t achers’’? . . . But how... 
is the public to be educated to understand the 
aims of medicine and the methods by which it 
strives to compass them? . . . Medical museums 
(according to Dr. Charles W. Eliot, President of 
Harvard University) should be arranged, in part, 
for the instruction of the public, and, with some 
suitable reservations, should be statedly open to 
the public. The ..edical schools shall also pro- 
vide popular lectures on medical subjects, and 
these lectures should be given without charge 
on days and at hours when working people can 
attend. Dr. Eliot sums up his suggestions in the 
proposition that “selected physicians should 
become public preachers as well as private 
practitioners”’ ’ 

The opening article in this issue, ‘Cancer of 
the Stomach’, is by W. Hale White, M.D., 
F.R.C.P., Physician to Guy's Hospital. G. 
Lenthal Cheatle, C.B., F.R.C.S., Surgeon to 
King’s College Hospital, discusses “The Dis- 
tribution and Treatment of Cancer at the Angle 
of the Mouth’. Sir George Lenthal Cheatle 
(1865-1951) studied medicine at King’s College 
Hospital, to the service of which he devoted the 
rest of his life. He became assistant surgeon in 
1893, senior surgeon in 1923, and consulting 
surgeon in 1930. A great authority on cancer of 
the breast, he wrote in collaboration with Max 
Cutler a classic work “Tumours of the Breast’ 
(1931). He was a devoted disciple of his teacher, 
Lord Lister, some of whose mannerisms he 
made his own, such as a slight sigh before 
answering a question. 
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Fifty Bears Ago 


silliest word in our language, and one knows so well the popular idea of health. The 
English country gentleman galloping after a fox—the unspeakable in full pursuit of the un- 


Woman of No Importance. 


DeceMBER 1906 


Arnold Chaplin, M.D., F.R.C.P., Physician 
to the City of London Hospital for Diseases of 
the Chest, deals with “The Treatment of 
Bronchiectasis’: ‘In the past, cases of bronchi- 
ectasis frequently came into the hands of the 
surgeon, but the experience of such operations 
for opening the cavities, and draining them, has 
shown conclusively that but little good, and 
often much harm, has attended the practice’. It 
is interesting to be reminded how he first came 





Sir George Lenthal Cheatle, K.C.B., C.V.O., 
F.R.C.S. (1865-1951) 


to advocate the use of ‘the vapour of the common 
commercial coal-tar creosote in the treatment 
of bronchiectasis’: a patient in the hospital 
suffering from this disease ‘had expressed his 
intention to try to obtain work again at some large 
creosote works, since he had felt much better 
when working there some time previously. A 
visit was paid to the works in question, and 
some of the creosote obtained. Several patients 
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were placed under the treatment, and . . . the 
excellent results from the use of this method 
were soon manifest’. Thomas Hancock Arnold 
Chaplin (1864-1944) was also connected with the 
East London Hospital for Children and the 
Ventnor Consumption Hospital, and acted as 
medical adviser to a number of City banks and 
shipping companies. A great bibliophile and an 
erudite historian, he wrote “The Illness and 
Death of Napoleon Bonaparte’ and ‘A St. 
Helena Who’s Who’. 

C. H. Fagge, M.S., F.R.C.S., Assistant 
Surgeon to Guy’s Hospital and Senior Surgeon 
to the Evelina Hospital for Sick Children, 
writes on ‘Intussusception in Infants’, and 
Claude B. Ker, M.D., F.R.C.P.Ed., Medical 
Superintendent, Edinburgh City Hospital, 
reviews ‘Recent Work on Typhoid Fever’. The 
subject of ‘Some Famous Quacks’ is “The 
Chevalier Taylor’. 

Several interesting and well-known books are 
reviewed this month. The second edition of 
Cunningham’s “Text-Book of Anatomy’ (pp. 
1309) is described as ‘one of the best text-books 
of anatomy in the English language, well written, 
well up to date’. ‘Surgery, its Theory and Prac- 
tice’ by W. J. Walsham and W. G. Spencer 
‘is deserving of the highest commendation, as 
we consider it to be one of the best and most 
complete of the smaller surgical manuals . . . 
an ideal book for examination purposes’. ‘A 
System of Gynecology’ by many writers. 
Edited by T. C. Allbutt, W. S. Playfair, and 
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T. W. Eden, ‘faithfully represents the modern, 
if somewhat conservative, British gynzxcological 
practice, for which conservatism the editors 
attempt to justify themselves by stating that 
“the lapse of ten years has left the conservative 
tendencies of British gynecological practice 
unchanged’’. We venture to believe that some 

. of our more advanced workers will not be 
satisfied with this aspect of the subject, but will 
find their needs more adequately satisfied by 
the . . . less conservative statement of gynzco- 
logical practice so excellently set forth, both 
verbally and pictorially, in the best of the recent 
American text-books on this subject’. ‘ “Weighty 
words of wisdom’’ may be truly used as descrip- 
tive of the subject matter of this little book’ 
Sir Hermann Weber’s “On Means for the Pro- 
longation of Life’’ ’. 

‘Practical Notes’ quote from an article “The 
Value of Massive Doses of the Salicylates in the 
Diagnosis and Treatment of Acute Articular 
Rheumatism’ by T. W. Clarke in the September 
1906 number of the American Yournal of the 
Medical Sciences: “The main objection to the 
use of the massive doses is the difficulty ex- 
perienced in keeping the patients at rest, after 
the first three days. Feeling comfortable, and, 
as they express it, cured, most of the un- 
intelligent public-ward patients can see no 


reason for remaining in bed, and clamour to go 
to their homes to work’. 


W.R.B. 
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Save time on urine tests with... 


CLINITEST and ACETEST 


Reagent Tablets 
for the detection of Glycosuria 


Reagent Tablets 
for the detection of Ketonuria 


Both tests performed simultaneously in 1 minute! 


Specialists, General Practitioners,Clinics and 
Hospitals in all parts of the country have 
used and prescribed ‘ Clinitest’ Reagent 
Tablets since 1947. Many valuable hours 
have been saved. Now after intensive re- 
search work and clinical trials the makers of 
*Clinitest’ Reagent Tablets have produced 
*Acetest’ Reagent Tablets for the detection 
of Ketonuria. With ‘ Clinitest ’ and “Acetest’ 
Reagent Tablets, reliable routine sugar and 





CLINITEST 


No external heating - No measuring of reagents 
Approved by the Medical Advisory Commit- 
tee of the Diabetic Association. The 
*Clinitest’ set, refills and accessories are all 
available under the N.H.S. on Form E.C.10. 
( Basic Drug Tariff Prices: Set 6/8 complete. 
Refill bottles of 36 tablets 2/4.) 
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cuNtTest — 
HOSPITAL EQUIPMENT 


An invaluable time-saver in wards 
and clinics. Write for details and 
hospital prices. 







acetone tests can be carried out simultane- 
ously in one minute! 


The advantages of 


ACETEST 


Reagent Tablets 
Quick and reliable, a single tablet provides all 
the reagents to perform a test. Low cost 
permits this tablet test to be used as a screening 
procedure or as a routine for diabetic patients. 
No danger of false positives with normal urine. 
No caustic reagents. 


1 Put 1 drop of urine on tablet. 


2 Take at 30 seconds. 
to colour 


3 Record results as negativ.., 
trace, moderate or strongly 
positive. 

Supplied in bottles of 100 
tablets with colour scale. 
*Acetest’ Reagent Tablets =, 
(diagnostic nitroprusside tabs.) 
are also available under the 
N.H.S. on Form E.C.10. 
Basic Drug Tariff price 3/10 
per bottle of 100 tablets 

(with colour scale). 
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THE NEW JAGUAR 





cA new luxury model now joins the Jaguar range 


Here to join the world famous Mark VII, XK and 2.4 litre models is the Mark 
Eight—one of the most luxurious models ever offered as a series production car. 
Interior furnishings, cabinet work, fitments and accessories are in the tradition of 
refinement and craftsmanship usually associated only with the art of specialist 
coachbuilders, whilst a degree of mechanical refinement has been achieved which 
stamps this car as outstanding even amongst the distinguished Jaguar range which 


it now joins 

Whilst preserving the basic lines of the Mark VIJ, the Mark Eight has its own 
distinctive frontal appearance and is offered in a wide range of two-tone exterior 
colours. It is available either with Automatic Transmission or Overdrive, or with 
normal manually-operated gearbox. Amongst the many interior refinements are flush- 
folding occasional tables in the rear compartment, hand-finished polished walnut 
fittings, deep pile rugs and extra-deep luxurious Dunlopillo cushions upholstered in 





specially selected fine grain soft-tanned leather. 

MECHANICAL ADVANCES include new cylinder head and induction system with type HD6 St 
carburetters and twin exhausts. An important advance in the operation of the Auiomatic Trans- 
mission system is the fingertip control which enables the intermediate gear to be held indefinitely, 
and a new brake pedal layout permitting the use of either left or right foot. 


Ihe current range of Mark VII, 2.4 and XK 140 models continues for 1957 


LONDON SHOWROOMS 88 PICCADILLY W.1 











MOTORING NOTES 


Cleanliness, Care and Courtesy 
By ROBERT NEIL 


IN my notes recently | described methods of 
keeping one’s car in the best possible condition, 
and since then I have received letters from 
readers who are worried because they are forced 
by circumstances to park their cars in the open 
overnight. 
‘“GARAGING’ OUTDOORS 

More than one reader suggested covering of 
the car with such material as balloon fabric, but 
unless the most complicated precautions are 
taken I would not recommend the use of such 
coverings. A fabric such as balloon material, 
while preventing rain or snow from falling on 
the car all night, will prevent ‘breathing’, with 
the result that the car will become covered with 
condensation, which will certainly make the car 
look as dirty, and will be as damaging to the 
paintwork and the parts which are chromium- 
plated. The best solution for those who are 
prevented from putting their cars under cover 
at night, I suggest, would be to give the car a 
most thorough wax-polishing at least once a 
fortnight. In addition every effort should be 
made to keep all chromium-plated parts free 
from accumulations of dirt or moisture. 


SHODDY CHROMIUM PLATING 

It is a reflection on the ‘quality’ of present-day 
chromium plating that it should require this 
attention, as chromium is theoretically an un- 
tarnishable metal. Despite this there are many 
manufacturers’ instruction books which advise 
the motorist to wipe down the chromium- 
plating with a chamois leather every time he 
returns home after motoring in rain. It is 
unfortunately true that because of efforts to keep 
the production cost down the habit of skimping 
has crept in. It is probably true to say that most 
motorists—contrary to the opinion of market 
researchers—would be perfectly happy to pay 
the slight extra price required to obtain 
chromium-plating which would be what the 
name implies. 


INNER CLEANLINESS 
Perhaps the first parts to show shabbiness in a 
car are the floor mats and the driver's seat, and 
this is especially true on a practitioner’s, with 
the driver constantly getting in and out in the 
worst of weather. When it is important to keep 
the car in good condition for re-sale purposes, 
it is worth while fitting a set of floor mats and 


also loose covers—at least on the front seat. It 
will be found that the lining on the inside of the 
driver’s door, which usually gets very dirty from 
the driver’s coat during the winter, can easily 
be cleaned with a nailbrush and some warm 
soapy water. If the lining is cloth it can be 
equally easily cleaned by using one of the pro- 
prietary cleaners which have a carbon tetra- 
chloride base, as used in fire extinguishers. 


SKIDDING 

Only recently I was called in as a possible 
witness after a slight accident in a suburban 
street, which had quite obviously been aggra- 
vated by one car skidding severely to start with, 
and secondly by the driver's inability to control 
the skid. While giving the two cars involved a 
quick examination I formed the opinion that the 
car driven by the motorist who in theory was the 
innocent party, was far from being in a com- 
pletely roadworthy condition. One rear tyre was 
innocent of pattern, but to make matters worse 
the other three were almost new tyres. Naturally 
this created imbalance, and panic application of 
the brakes caused that one wheel to lock 
immediately. From the skid marks on the road 
it certainly appeared that the driver had not 
made any effort to correct the skid. This caused 
me to glance at the steering and I noticed that 
there was considerable free play between the 
steering wheel itself and the front wheels; this 
may have contributed to what at first appeared 
to be the driver’s lack of skill. 

Apart entirely from the fact that running a 
car in what the police consider to be an un- 
roadworthy condition can lead to a prosecution, 
owners of such cars are risking their own lives, 
and those of their passengers. A car with loose 
steering, inefficient brakes, or smooth tyres 
might be handled with safety by a highly skilled 
driver, and then only after some practice with 
the individual car, but in the hands of the average 
week-end motorist such a car becomes a potential 
death trap. I must admit to sharing the opinion 
of those who consider that the police are not as 
severe as they should be with such motorists, as 
in my experience there are countless cars on the 
roads which would be better broken up, or 
properly repaired. In addition to the question of 
mechanical condition there are far too many 
vehicles—usually lorries of one type or another 
—which have mud-covered rear lights and 
ludicrously inefficient rear mudguards, so that 
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any following motorist has the windscreen 
quickly covered with a film of dirt. What always 
strikes me as peculiar about this subject is that 
the officials of the firm running the lorries must 
at some time have been inconvenienced, or 
endangered, by such behaviour, and yet nothing 
effective seems to be done to stop it. 


FUEL AND SNOBBERY 

According to what I hear from friends in the 
garage business the selection of the fuel for their 
car by many motorists must be based on snob- 
bery, rather than any technical reason. One large 
service station I know stocks three grades of 
fuel, bearing the same well-known name, and 
the proprietor assures me that he sells much 
more of the most expensive grade than the other 
two put together, despite the fact that the 
vast majority of the cars using his station would 
be better suited, from the efficiency point of 
view, with the medium grade. As the proprietor 
of this service station is himself a driver of wide 
experience, including some competition work, 
he found the situation irritating, and decided to 
speak to a cross-section of his customers, and 
persuade them, if possible, to use the fuel best 
suited to their particular car. He failed miserably 
in his efforts, as the response from the motorists 
consisted only of the statement that ‘the best 
is good enough for me’. 

I am afraid that there must be many motorists 
who judge fuel entirely by price, although they 
are perhaps misled to some extent by the power- 
ful, and at times misleading, publicity produced 
by certain fuel companies. Those readers who 
find that the ever-rising costs of motoring are 
becoming a worry should consider whether in 
fact they are using a needlessly high octane and 
expensive fuel. Apart entirely from the different 
costs of the various grades of fuel, it cannot be 
accepted that the fuel consumption will auto- 
matically be better when the more expensive 
fuel is being used. Far from it in fact. There are 
certainly cars in production today which will 
give better fuel consumption figures on what 
people are pleased to call inferior fuel. 


COURTESY AND GOOD DRIVING 
Most experienced motorists have observed some 
variance in the driving methods of both omnibus 
and taxi drivers, depending on whether they 
are ahead of or behind time, or engaged or free. 
I have noticed lately that the driving of another 
privileged section of the motoring public can at 
times be described as selfish. I refer to am- 
bulance drivers, many of whom rely on the 
colour of their vehicle to give them right of way. 
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Whilst any motorist would immediately give 
right of way to an ambulance, it requires but 
little observation to learn very quickly that some 
ambulance drivers presume on the helpfulness 
of motorists to blast their way through traffic, 
even when the ambulance is not occupied by a 
patient. My medical friends agree with me that 
if the patient being carried is a motorist, the 
driving methods of which I complain must be 
the worst possible treatment; I know that I 
would suffer nervous shock if driven in an 
ambulance in the manner of which I complain. 

There are few people who would deliberately 
or, worse still, thoughtlessly, trample their way 
to the head of a theatre queue, but this is the 
sort of behaviour one sees repeatedly on the 
roads throughout the country, and it is regret- 
table that ambulance, taxi and ’bus drivers can 
be numbered among the culprits. On my way 
home on the evening before writing this article, 
in the short length of Upper Regent Street, I 
was forced to stop by an elderly taxi driver, who 
suddenly spotted a prospective fare on the pave- 
ment; the taxi pulled straight across my bows. 
Moments later a ’bus driver turned out from the 
pavement to force his way in to a moving stream 
of traffic. His arrogant signal with two fingers, 
given when already on the move, did little to 
reduce his offence. 

Of all uniformed drivers who can be described 
as public servants, there is little doubt that 
police drivers are outstandingly the best, and 
much of this is probably due to the discipline 
ruling the force. Much of this discipline is self- 
imposed, as I know from experience that many 
police drivers are most highly skilled, and are 
capable of driving safely at much higher speeds 
than are used by the normal motorists in this 
country; they manage to restrain themselves, 
and I doubt if many police drivers take advan- 
tage of their position. Much of the credit for 
this high standard of driving is due to the 
Metropolitan Police Driving School at Hendon, 
where, instead of being content to teach police- 
men to drive—as in the manner of a normal 
driving school—the students are taught to be 
most advanced drivers. For many years a team 
of police drivers has competed in the Monte 
Carlo Rally, and from my own experience of 
driving against them in that difficult event I can 
testify to their great skill. Skill, however, without 
courtesy is of little value. There is no doubt, in 
my own mind, that if all motorists—and 
pedestrians—behaved all the time in a courteous 
manner there could never be any accidents. If 
one examines the excuses for any accident one is 
finally forced to the conclusion that someone 
was ill-mannered. 
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Of all natural vitamin-protein-mineral supplements 


PREGNAVITE during pregnancy 


Vitamin-mineral supplementation 
is obtained by routine admini- 
stration of Pregnavite. It is designed 
with maternal dietary require- 
ments specifically in mind 


Basic price to NHS. 1,000 tablets 32/9 
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Vitamin supplementation with 
A, B,, C and D so palatable as to 
ensure regular dosage is 
provided by Vitavel Syrup 
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the richest is wheat germ; and Bemax is stabilized 


wheat germ pure and simple. Now available in two 





forms—plain and chocolate-flavoured—offering easily 
digested nutritional support for patients of all ages. 
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Clearing 
Congestion 


This ts the “ snuffle™ season. Catarrh, blocked sinuses 
and rhinitis are rife. Congestion is chronic both in 
patients’ noses and doctors’ waiting rooms. Yet, with 
ARGOTONE Ready-Spray you can clear their congestion and 
yours—speedily, safely, surely. Combining the acknowledged 
vaso-constrictor, ephedrine hydrochloride, and the highly effective 
antiseptic, silver vitellin, in aqueous isotonic solution, ARGOTONE 
gives prompt and prolonged nasal patency without rebound con- 
gestion. ARGOTONE is tasteless, odourless and quickly decongests and 
disinfects without sting or burn. When used in the handy polythene 
squeeze bottle “ Ready-Spray,” ARGOTONE can be carried in pocket or 
handbag to clear congestion whenever it’s needed 


ARGOTONE 
‘“READY-SPRAY” 


the nasal spray that keeps catarrh at bay 





ARGOTONE READY-SPRAY con ARGOTONE is also available as Nasa 
Basic N.H.S. price 2s. 10d Drops in 20cc. bottle complete wit! 


taining 1 Sec 
dropper, and in 4 oz. Dispensing Pack 


Prescribable on Form E.C.10 


Literature and samples gladly on reques 


RONA LABORATORIES LTD., 12-13 MOLYNEUX ST., LONDON, W.1 
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Report of the Third Council 


I.—PROGRESS DURING THE PAST YEAR 
The Third Annual General Meeting 


The third annual general meeting was held in the Great Hall of B.M.A. 
House on the afternoon of November 19, 1955—the third anniversary of 
the foundation of the College—with Dr. G. F. Abercrombie (Chairman of 
Council) presiding. There was a large attendance of members and associates. 
Dr. W. N. Pickles was unanimously elected President for the third year. 

The Foundation Council Award.—‘For work of the highest merit in the 
realm of general practice or for services of the greatest distinction to the 
cause of general practice’—was presented to Dr. R. J. Minnitt of Liverpool. 

The Butterworth Gold Medal.—This medal was awarded to Dr. Donald 
Watt MacLean of Edinburgh for an essay entitled “The Influence of Home 
Conditions during the First Five Years of Life on the Physical and Mental 
Health of Children’, and a second prize (a {20 book token) was won 
by Dr. Beatrice Watts, of Ibstock, Leicestershire. The presentations were 
made by Mr. J. W. Whitlock (Managing Director, Messrs. Butterworth 
& Co. Ltd., medical publishers). 

The Third College Council was appointed, consisting of 28 faculty repre- 
sentatives and 12 members elected by the annual general meeting. The 
College bye-laws were amended and approved after much profitable dis- 
cussion. 


The Second James Mackenzie Lecture 
On the morning of the annual general meeting, Dr. G. O. Barber 
delivered a fascinating James Mackenzie Lecture to an audience of about 
300 members, associates and visitors. The lecture was entitled ‘Medical 
Education and the General Practitioner’, and was printed in full in The 
Practitioner (1956, 176, 66). 


The College Building Project 

The enterprise and public spirit of a most generous donor, who wishes 
at present to remain anonymous, and the far-sighted participation and good- 
will of the President and Council of the Royal College of Surgeons, have 
made possible the planning of a building for the College on the south side 
of Lincoln’s Inn Fields, London, W.C.2. With the help of Sir Edward 
Maufe as consulting architect, and Messrs. Trehearne & Norman, Preston 
& Partners as architects, it is hoped to erect a fine building on this splendid 
site, with its go-ft. frontage, by 1962. Plans will be published as soon as 
they have been prepared. 

The President and every member of Council would like to take this 
opportunity of thanking our anonymous donor for his exceptional generosity, 
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and also the President and Council of the Royal College of Surgeons for 
their outstanding cooperation and help. The proximity of our College 
building to that of the Royal College of Surgeons—with its library, hall, 
museum, restaurant and residential quarters in the new Nuffield Building 
(in which we are told general practitioners visiting London may be able to 
stay)—should bring, in time, far-reaching benefits to medicine both in 
Britain and in the Commonwealth. It remains now for our College, through 
its Council and Regional Faculties at home and overseas, to prove itself 
fit to put up its plate in such distinguished company. 


Membership 
By the end of September 1956 the total membership of the College had 
reached 3,743 (2,946 members and 797 associates), an increase of 456 
during the year. Of the total, 696 were from overseas (117 Eire, 340 Australia, 
111 New Zealand, 22 Kenya, 18 Malaya and 88 from other countries). 


The Scottish Council 

The Scottish Council has continued to do excellent work on behalf of the 
College, and its representatives on the Council of the College have taken 
a leading part in the conduct of affairs. Its annual report will be found 
on page 45. 

Overseas Councils 

An Interim Australian Council of the College was planned on September 4, 
and came into being on November 19, 1955; and an Interim New Zealand 
Council was formed on December 14, 1955. The terms of reference for 
councils in countries overseas are ‘To represent the College Council in these 
countries, to coordinate the work of their faculties, and to maintain liaison 
between these faculties and the Council of the College’. Reports from these two 
overseas councils will be found on pages 47 and 48. To meet their expenses 
the College Council has approved that they retain one guinea of each 
entrance fee and ros. 6d. of each member’s annual subscription, over and 
above the proportion (50°) of entrance fees and subscriptions already 
retained by their faculties. 

Several members and associates in Northern Ireland and Eire have 
expressed a wish to found an Irish Council before long, but no decision 
upon this has yet been reached. 


Regional Faculties 
Five new overseas faculties have been formed :—in South Ireland (Cork), 
in Western Australia (Perth), in New Zealand (Canterbury and Otago), and 
in Kenya (Nairobi). Other overseas faculties in Victoria, South Australia, 
Tasmania, Wellington and in West Africa are being planned. 


(a) FACULTIES IN THE BRITISH JSLEs 


Faculties as a whole have done splendid work. One of them has met every 
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month (Northern Ireland); others six or more times during the year (North 
London and East London). The range of lectures, demonstrations and dis- 
cussions at these faculty general meetings has been remarkable. 

In some of the more widespread faculties, general meetings or meetings 
of faculty boards have been held in different towns throughout the faculty. 
These local or county meetings have been popular in South-east England, 
South-west England and in the Welsh Faculties. 

Some faculties have appointed a small executive committee of the board 
to deal with urgent matters; this has been helpful in the larger faculties 
and has saved much travelling. 

Several faculties have arranged social activities, occasionally, to coincide 
with general meetings—a lunch, tea, dinner or an evening party, with 
wives and friends invited and often a number of distinguished guests. 

Many faculties have published leaflets, pamphlets or booklets containing 
faculty news and other items of interest (South London, South-east England, 
North-west England, East Anglia, ete.). Some of the more enterprising of 
these publications have been financed and printed by pharmaceutical firms 
(the South London Faculty Gazette by Messrs. Menley & James Ltd., and 
the North-west England Faculty Journal by Messrs. Geigy Pharmaceutical 
Co. Ltd.). Copies of all these faculty productions are sent to other faculties 
for information, to the editor of the Research Newsletter and to the central 
office of the College. 

Undergraduate Education 

In the sphere of undergraduate education there has been friendly co- 
operation with the deans of nearly all medical schools. Schemes for student 
attachment to family doctors are progressing. In some faculties (South-east 
England and West of Scotland) it has been found that there are more 
doctors willing to take students than there are students who can spare the 
time to make full use of this opportunity. A new departure has been the 
attachment of several Edinburgh students to family doctors in the North- 
west England Faculty area. 

Members of the College are giving /ectures to students in many medical 
schools. 

There has been cooperation, everywhere, with the British Medical 
Students’ Association and with other student bodies. In the Yorkshire 
Faculty the annual meeting of final-year students and members and asso- 
ciates of the College was most successful and well attended. In Edinburgh 
there has been close cooperation between the College and the General 
Practice Teaching Unit of Edinburgh University, and in Manchester 
between the College and Darbishire House. The medical staff of both these 
teaching units are members of the College. 

The North Midlands Faculty Board is represented on the Students’ 
Selection Board of the University of Sheffield. 

In the Northern Ireland Faculty there has been most enterprising 
cooperation with the Department of Social Medicine at Queen’s University of 
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Belfast. A member of the faculty has been giving students a week’s intro- 
duction to social problems as they affect the work of the general practitioner. 
This includes lectures, a visit to a practice in which special interest is taken 
in social conditions, and demonstrations of methods of cooperation with 
public health and welfare services. 

A Joint Advisory Committee on Undergraduate Education of the Metro- 
politan and Home Counties Faculties has been appointed to serve the six 
faculties centred on London University. This committee is composed of 
one representative from each of these six faculties, two from the under- 
graduate education committee of Council, and thirteen medical students 
one from each medical school in the area. Council has approved that each 
faculty in the Metropolitan and Home Counties area should work in close 
liaison with two of these medical schools rather than attempt to do so with 
all thirteen. In no way will this affect existing or future arrangements made 
by members and associates with their old medical schools. The following 
combination of faculties and medical schools has been suggested, but this 
may have to be adjusted when the matter has been discussed more fully. 

North London Faculty: The Middlesex Hospital and the Royal Free Hospital. 

South London Faculty: King’s College Hospital and the Westminster Hospital 

East London Faculty: The London Hospital and Charing Cross Hospital. 

West London Faculty: St. Mary’s Hospital and St. George’s Hospital or the West 

London Hospital. 
South-east England Faculty: Guy’s Hospital and St. Thomas’s Hospital. 
Northern Home Counties Faculty: St. Bartholomew's Hospital and University 
College Hospital. 

A central register of members and associates who are willing to take students 
is being prepared, and copies will be obtainable from the central office. 

Professor Charles McNeil (Emeritus Professor in Child Health at the 
University of Edinburgh) has written recently about these undergraduate 
educational activities of the College: 


‘Medical education . . . has been thrashed out for years by medical faculties, 
colleges of consultants, the Ministry of Health and ad hoc committees. And all 
this indicates the importance of the subject which deeply concerns the public weal. 
All these learned bodies agree that medical education is imperfect, but do not agree 
about how to put it right. The College of General Practitioners will know better 
and more closely than any other college what is lacking and faulty in the young 
men and women now being turned out into general practice by the medical schools. 
In due course we shall have a report on medical education by a committee of the 
College which will be read with respect and great interest by the whole medical 
profession. . . . Better training and better conditions of work for general practi- 
tioners can bring great benefits to our society’ (Brit. med. 7., 1956, ii, 507). 


Postgraduate Education 
This year particular attention has been paid by the College to post- 
graduate work, and a memorandum on ‘The Continuing Education of General 
Practitioners and the Work of a Postgraduate Education Committee of a 
Faculty Board’ has been prepared (page 22). The achievements of post- 
graduate education committees of faculty boards during the past year are 
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If experience be the best teacher .. . 


We can, to come to the point, claim to have learned a great 
deal about hormones. Our first exploratory prod into 
endocrinology bristled with difficulties, since when our wits 
have been sharpened by experience and we are justly proud 


of our contribution to hormone therapy. 
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discussed in considerable detail in the report of the Postgraduate Education 
Committee of Council (page 16). 


Special mention must be made here of the Sunday morning ward-rounds, clinical 
demonstrations and discussions arranged by the Welsh Faculty. Twelve districts of 
the faculty were chosen, based on areas of hospital management committees, and 
an area honorary secretary was appointed to each and coopted to the Postgraduate 
Education Committee of the Welsh Faculty Board. Fortnightly or monthly Sunday 
morning ward-rounds were arranged at 16 hospitals in the faculty area; no fewer 
than 61 consultants cooperated; 72 meetings took place which were attended by 
216 different general practitioners, the total general-practitioner attendance being 
733. The Sunday morning ward-rounds in the South-east Scotland, West of Scot- 
land and other Scottish faculty areas have been equally successful. One-third of 
all the general practitioners in South-east Scotland, whether belonging to the 
College or not, have attended one or more postgraduate courses during the past 
three years; during the past year one-seventh of them have attended these Sunday 
morning ward-rounds. 

A Joint Advisory Committee on Postgraduate Education of the Metropolitan 
and Home Counties Faculties has been appointed, parallel to that concerned 
with undergraduate education. 

An Equipment and Premises Sub-committee of the Postgraduate Education 
Committee of the South London Faculty Board has been formed. The 
South-east Scotland Faculty has prepared an Index of Equipment and 
Premises with photographs and plans of surgeries. 

Very many faculties, too numerous to mention, have reported full 
cooperation with, and the greatest possible help from, the Deans and 
Directors of Medical Postgraduate Studies of their universities, and also 
much assistance from their local medical schools. 

The postgraduate education committees of faculty boards have helped to 
arrange a number of postgraduate refresher courses. 


Research 

Faculty research activities are reviewed on page 32. In addition, members 
and associates of nearly every faculty have taken part in some of the larger 
research projects organized centrally by the College. The Morbidity Survey, 
carried out by members and associates in 108 practices (covering a 
population of 400,000) in cooperation with the Registrar General’s Depart- 
ment, is finished, and the results will be published when they have been 
analysed. The investigation into Acute Chest Infection in General Practice— 
1,057 case records from 55 members and associates—with Dr. John Fry as 
Recorder, has been published (Brit. med. 7., 1956, i, 1516). 

The College exhibit in the Scientific Exhibition at the British Medical 
Association’s annual general meeting at Brighton in July was organized by 
the South-east England Faculty, and Council would like to thank members 
of this faculty, and in particular Dr. G. I. Watson, for the trouble they 
took in making this exhibit—‘Collective Investigations’ and ‘Epidemiological 
Research in General Practice’—the success that it undoubtedly was. 


The Measles Investigation (Recorder Dr, G. I. Watson) also is complete. A lead- 
ing article in The Practitioner said of it:——“This carefully prepared report goes far 
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to explain many of the discrepancies which have appeared in the literature on the 
subject during recent years. Above all, however, it is an excellent example of the 
valuable contribution which general practitioners can make to the common pool of 
medical knowledge’ (The Practitioner, 1956, 177, 120). The Lancet said: “This is a 
venture to be warmly welcomed; for it should provide information about a group 
of patients not available for study by hospital research teams. If the type of work 
is new, so are the difficulties facing those who undertake it, and the report makes 
this clear’ (Lancet, 1956, ii, 345). 

Council is most grateful to the recorders of these various investigations 
and to all those doctors who have taken part in them. Dr. Charles M. 
Fletcher (of the Department of Medicine, Postgraduate Medical School of 
London) wrote recently: 

‘Just as the scalpel is the first weapon in the armoury of the surgeon, so is statistics 
first in the equipment of the epidemiologist. One of the most welcome developments 
in medicine today is the beginning of collective investigations under the auspices 
of the College of General Practitioners. Such investigations are essentially epidemio- 
logical and statistical; and both their promoters and the participating doctors 
require training in these methods if they are to bear a full harvest of discovery. 
This training can only be given when Dr. Thomas Francis’s educational ideal that 
“the teaching of epidemiology should permeate all phases of medicine” has been 
achieved’ (Brit. med. F., 1956, ii, 497). 

Discussing the relation between general-practitioner research and the 
development of the College overseas, the Lancet, in an annotation on 
November 26, 1955, said: 

“The next stage is to be the foundation of overseas councils of the College in 
Eire, Australia and New Zealand, on the model of the College’s Council in Scotland. 
This network of councils and faculties, extending throughout the Commonwealth 
and beyond, offers unique opportunities for exchange of ideas and coordinated 
work. . . . To those responsible for the research work of the College, the growth 
of linked organization on this wide scale offers peculiar opportunities for studies of 
comparative morbidity and other epidemiological investigations’ (Lancet, 1955, 
ii, 1127). 

(6) Overseas FACULTIES 

Overseas faculties of the College are developing in a way which is 
extremely encouraging. 

In Ireland, the Royal College of Physicians of Ireland has opened its 
library to members and associates of the College. Most friendly cooperation 
with the Irish Medical Association has been maintained by all the Irish 
faculties; in February its journal published a long leading article about the 
College (Journ. Irish Med. Assoc., 1956, 38, 61), and in July the Hon. 
Secretary of Council was invited to speak at the Annual General Meeting 
at Bundoran, in Co. Donegal. The East of Ireland Faculty has been 
particularly active. 

In Australia, members and associates of the New South Wales Faculty 
are subscribing privately towards the purchase of a building—147 Mac- 
quarie Street, Sydney—as a headquarters not only for the faculty but also 
for the Australian Council. This building has strong medical associations. 
It was once the home of Sir Herbert Maitland, the well-known surgeon; it 
is next door to the Royal Australasian Coliege of Physicians and only a few 
doors from British Medical Association House and the offices of the Post- 
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graduate Committee in Medicine. It will cost {A30,000. Promises of support 
from members for its purchase are already so satisfactory that we are told 
the success of the scheme is assured. It should make an excellent head- 
quarters for our College in Australia, until such time as all the Australian 
faculties are formed and combine to found a sister College of their own. 
The New South Wales Faculty is publishing a new medical journal called 
‘Annals of General Practice’, to be printed four times a year, with 
Dr. C. E. M. Gunther as editor. The Council of the College wishes this 
new journal in Australia every success. Friendly cooperation by all the 
Australian faculties with local branches of the British Medical Association 
is reported, and both the New South Wales and Queensland Faculties have 
held combined meetings with these branches. Week-end visits of students to 
district hospitals, and the vacational training of students by residence in 
country hospitals in the New South Wales Faculty area have been much 
appreciated. 

The student attachment scheme is progressing well in Queensland, in 
cooperation with Queensland University. An enterprising activity of the 
Queensland Faculty has been the introduction of postgraduate correspondence 
courses for isolated practitioners. 

The success of the New South Wales and Queensland Faculties, and the 
remarkably rapid development of the College in Australia where there are 
already 340 members and associates, has been largely due to the fore- 
sight of Dr. W. A. Conolly (founder of the New South Wales Faculty) 
and Dr. H. S. Patterson, and to the energy and efficiency of Dr. H. M. 
Saxby (Hon. Secretary of the Australian Council), to all of whom Council 
renders its most grateful thanks. 

In New Zealand, the chairman of the Undergraduate Education Com- 
mittee of the Canterbury Faculty has been appointed to the board of the 
local Faculty of Medicine. Council would like to thank Dr. D. L. Richwhite, 
the first member of the College in New Zealand, and also Dr. T. D. C. 
Childs and Dr. A. B. Jameson for all they did during the early days of the 
College in New Zealand. 

In Africa, the problems of the new Kenya Faculty are complicated by the 
fact that there is neither a university nor a medical school in its area. 
Liaison has already been achieved with the Association of Physicians and 
the Association of Surgeons of East Africa, with the Kenya Medical 
Department and with the Training School for African Medical Auxiliaries. 


Relations with Other Bodies 


Close and friendly cooperation has continued with all those individuals 
and institutions mentioned in the first three Annual Reports (The Practi- 
tioner, 1953, 171, Supp. p. 1; 1954, 173, Supp. P- 1; 1955, 175» Supp. P- 1). 

The President of the Royal College of Physicians has invited Dr. W. N. 
Pickles to represent the College of General Practitioners at a meeting to be 
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held on November 23, to consider a possible ‘Centre for the Discussion of 
Problems Related to Medical Teaching’. 

There has been close liaison with the College of General Practice of 
Canada whose President, Dr. C. L. Gass, has recently been in England 
and has spent some time with the hon. secretary of Council. 

On March 13, 1956, a meeting of the Liaison Committee of the College 
with the General Medical Services Committee of the B.M.A. took place. 
The following subjects were discussed :—‘Entry into General Practice’, “The 
Proposed Ban on Heroin’, “The Ministry of Health’s Method of An- 
nouncing its Proposals about the new Poliomyelitis Vaccine’, ‘Medical Man- 
power’, “The General Practitioner in the Hospital Service’, and ‘Hospital 
Beds for General-practitioner Specialists with special reference to Obstetric 
Beds’. Dr. K. M. Foster and Dr. R. M. S. McConaghey have been appointed 
as representatives of the College Council to serve on the sub-committee of 
the General Medical Services Committee which is reviewing the trainee 
general-practitioner scheme. 

The College is developing close cooperation with the Society of Medical 
Officers of Health. Some faculties, such as the South-east England Faculty, 
have invited representative Medical Officers of Health to attend meetings. 

The North-west England, North-east England and the South-east 
England Faculties have been invited by Council to consider the ‘Relations 
between General Practitioners and Hospitals’. Memoranda are being pre- 
pared, and the North-west England Faculty will contact all other faculties 
before submitting a report to Council. 

Dr. G. F. Abercrombie has been invited to represent the College on the 
Governing Body of the British Postgraduate Medical Federation. 

Dr. J. P. Horder has been invited to serve on the Council of the Queen's 
Institute of District Nursing and the Central Council for District Nursing 
in London. 

Council donated {50 towards the expenses of the National Summer 
School of the British Medical Students’ Association. [t was agreed that 
faculty boards be authorized to coopt members of the British Medical 
Students’ Association, and/or other student societies, to their under- 
graduate education committees. Several faculties have already done this. 

Members of the College have won the following prizes during the past 
year:—Sir Charles Hastings Clinical Prize: Dr. W. A. Brown (North-east 
England Faculty), for an essay on ‘Bornholm Disease’. Charles Oliver 
Hawthorne Clinical Prize: Dr. T. J. C. Warriner (South-east England 
Faculty), for an essay on “The Value of the Tuberculin Test as an aid to 
the early diagnosis of Tuberculosis in General Practice’. Stewart Prize: 
Dr. R. E. Hope Simpson (South-west England Faeulty), for his epi- 
demiological research in general practice. Hunterian Society Gold Medal 
for 1955: Dr. J. Fry (South-east England Faculty), for an essay on “The 
Management of Headache in General Practice’. Claire Wand Fund Essay 
Competition, second prize: Dr. J. F. Burdon (South-west England Faculty), 








ARE ANTACIDS HARMFUL? 


T is normal to regard antacids as harmless substances. Dosages of 
“one to three tablets four to six times a day” seem reasonable and 
safe. Whether the patient is to take four tablets or eighteen is left to 
him. And presumably, if it requires eighteen to remove the symptoms, 
eighteen are taken. But is the patient doing himself harm? 

The nature of peptic ulcer is obscure but it is probable that a substantial 
proportion of all people are constitutionally disposed to ulcers under certain 
conditions. One of the factors may be that their acid-secretory mechanism 
is over-efficient, and, given the right stimuli, produces a degree of acidity 
which in some way leads to the formation of an ulcer. The initial stimulus 
may be complex but in making himself comfortable the patient will almost 
inevitably reduce the acidity below normal. He will thus provide a new 
stimulus to secretion, and, by following such a regimen over a period, so 
exaggerate his constitutional condition that even when the original stimulus 
is removed he continues to over-secrete acid. Thus a temporary disorder 
becomes a permanent disability. The patient becomes another chronic 
ulcer case. 

Although some of this argument may be conjectural, it is almost 
always wrong to reduce acidity below normal. The one safe therapy in the 
present state of knowledge is that which restores the acid level to within the 
normal tolerance and at the same time inactivates the pepsin. The only 
satisfactory compound known to us which does this is Bismuth Aluminate 
Bi, (Al,0,);. 10H,O, now available to the medical profession under the 
trade name Bislumina. This preparation has been placed in Category 3 
by The Ministry of Health Standing Joint Committee and is prescribable 
on Form E.C.10. 
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2 safely buffers excess acid 

3 non-alkalising 
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aggravate acid secretion. 
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for an essay on “The Postgraduate Education of Newly-qualified Doctors 
in Preparation for entry into General Practice’. The winner of the first 
prize, Dr. J. K. Paterson, has now joined the College as an associate. 

Dr. R. J. D. Turnbull (then Minister of Health for Tasmania), Dr. H. R. 
Macourt (New South Wales Faculty), Dr. G. N. M. Aitkens (Chairman 
of the Research Committee of the New South Wales Faculty) and Dr. 
M. E. H. Elliott (New South Wales Faculty) attended Council meetings. 
Many members from overseas have visited the Central Office of the College, 
and have been entertained by officers of Council and by members and 
associates. 

Honorary Fellowships 

On March 10, 1956, Council proposed that the names of the chairman 
and the five consultant members of the General Practice Steering Com- 
mittee (1952) should be put before the annual general meeting on Novem- 
ber 17, 1956, for election to Honorary Fellowship of the College. They are :— 
The Rt. Hon. Henry Willink, Q.C. (Chairman), Professor Ian Aird, Mr. 
John Beattie, Sir Wilson Jameson, Professor J. M. Mackintosh, and Sir 
Heneage Ogilvie. 

Other Council News 

On December 17, 1955, Council recommended that Dr. J. P. Horder be 
appointed part-time Medical Secretary to assist the hon. secretary of Council 
in some of his duties; and on June 9, 1956, it recommended that he be also 
appointed College Archivist. 

“The College came into being in a period of great change in the pattern of medical 
practice, and since its foundation it has, itself, not been entirely without influence 
upon medical evolution. Many years ahead, medical historians will be considering 
this period of renaissance of general practice, and they may ask the College for 
information pertaining not only to historical developments, but also to the per- 
sonalities who were concerned with them. The appointment of a College Archivist, 
perhaps himself a general practitioner with a sense of history and perspective, would 
enable a record of the College’s growth and influence to be made while information 
remains in the minds of the living before records and documents become too 
unwieldy for analysis’. (Letter to Council from Dr. Annis Gillie and Dr. R. ¥. F. H. 
Pinsent dated October 27, 1955.) 

Dr. W. V. Howells and Dr. A. J. Whitaker were appointed additional 


members of Council (under Article 31) on November 19 and December 17, 
1955, respectively. 

Dr. I. D. Grant has been invited to give the third James Mackenzie 
Lecture. 

On November 18, 1955, Council entertained to dinner in the Great Hall 
of the Society of Apothecaries 32 distinguished guests, representing 
medical institutions in Great Britain who had befriended the College, 
or had offered it hospitality, during its first three years. Dr. William Pickles 
(President) proposed the health of these guests, who included the Rt. Hon. 
Lord Verulam (Chairman of St. Mary’s Hospital Medical School), the 
Rt. Hon. Henry Willink, Q.C. (Master of Magdalene College, Cambridge), 
and Dr. N. S. Finzi (Master of the Society of Apothecaries); other speakers 
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were Mr. A. Dickson Wright, Sir Heneage Ogilvie, Dr. I. D. Grant and Dr. 
J. H. Hunt. 

Four eminent representatives of the Russian medical profession, who 
were in Britain as guests of the British Medical Association—Professor 
S. A. Sarkisov, Professor G. F. Gause, Professor L. F. Larionov, and 
Professor V. V. Kovanov—were entertained to a theatre and dinner on 
October 21, 1955, on behalf of the College, by four members of the College. 

A letter is being sent to all newly qualified doctors in Great Britain and 
Eire who have registered since the foundation of the College four years ago, 
inviting them to join the College as associates, whether or not they intend 
to make general practice their career. 

A request to members and associates to consider suggestions for a College 
Coat of Arms and Motto has met with a considerable response, and many 
interesting ideas have been put forward. These will be considered by 
Richmond Herald (of the College of Arms) and by the Public Orator of 
Oxford University, and further inquiries will be made before the matter is 
put to an annual general meeting of the College. 

The Ministry of Heaith has invited the College to investigate, with the 
Royal Medico-Psychological Association, current problems concerning 
‘Psychiatry and the General Practitioner’. Representatives of the College 
are to meet those of the R.M.P.A. and a report will be prepared. 

On March 10, 1956, Council approved the suggestion that annual general 
meetings of the College should continue to be held in London, but that 
other general meetings might be held elsewhere if there was sufficient demand. 
Members and associates in the North-west England and neighbouring 
faculties were invited to attend the first Provincial Meeting of the Royal 
College of Surgeons of England, in Manchester on December 10, 1955; Dr. 
D. G. French, a member of the Foundation Council, read a paper on “The 
Care of Cancer in General Practice’ (The Practitioner, 1956, 177, 78). 

Council has approved the cooperation of the North Midlands Faculty 
and the South-west England Faculty with the consultants, university 
officials and others in their faculty areas who are considering the possible 
formation of postgraduate medical schools at Nottingham and Exeter. 

Council would like to draw the attention of members and associates to 
the Royal Society of Medicine's Associateships, Wellcome Associateships and 
Leverhulme Associateships, which enable research workers in the lower income 
groups to enjoy the library and other services offered by that Society at 
little or no cost. 

Council welcomes the return of Mr. fohn Mayo, the College solicitor, 
after his recent protracted illness. 

The appointment of Commander A. E. P. Doran, D.S.C., R.N. (Retd.), 
Secretary to the College, has been extended for two years, and Council 
would like to express its appreciation of all the excellent work he has done. 
Council would also like to thank Miss E. Petree, Miss S. Gresham and Mrs. 
D. I. Phillips for their hard work and loyal support. 
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Temporary Premises for the Central Office. t will be several years before 
the proposed new building of the College in Lincoln’s Inn Fields is com- 
pleted. During the next few months the Central Office of the College will 
be moved into premises more spacious than those it occupies at present. 
This temporary accommodation is being financed by our generous anony- 
mous donor. Members and associates will be notified of the change of 
address when it occurs. 

Committees of Council 

The work of the Undergraduate Education Committee will be found on 
page 14, the Postgraduate Education Committee on page 16, the Research 
Committee on page 32, the Board of Censors on page 43, the Awards 
Committee on page 43, and the Examination Committee on page 44. 


‘THE FINANCE AND GENERAL PuRPOsES COMMITTEE 
Terms of reference:—To advise and assist the Council of the College on 
all matters of finance, to consider and advise on all matters concerning 
the organization of the College and its faculties, to exercise executive 
powers on behalf of Council when Council is not in session, and to make 
recommendations on all matters not covered by other committees of 
Council. This committee has met seven times between meetings of Council. 


A Publications Sub-Committee of the Finance and General Purposes 
Committee was appointed on February 15, 1956; “Io advise and assist 
Council on all matters concerned with publications’. It has met twice. 


THe COMMITTEE ON MEDICAL MANPOWER 
This ad hoc committee presented its report on medical manpower to 
Council who forwarded it to the Willink Committee of the Ministry of 
Health on March 31, 1956. 


THE BuiLpING COMMITTEE 
This committee has met once, with Sir Edward Maufe (consulting 
architect to the College), to discuss plans for the building project. The 
members are the chairman, hon. treasurer and hon. secretary ef Council 
and Dr. Annis Gillie. It will be busy during the next few years. 


Gifts 

Apart from all his help with the College’s permanent and temporary 
premises, and their maintenance, our generous anonymous donor sent the 
College, earlier in the year, a cheque for £1,000 to cover secretarial expenses. 
Council would like to express its further gratitude to him for this, and 
it would also like to thank:—Mr. George Ravenshear for a gift of £500; 
the Public Welfare Foundation Incorporated, of the U.S.A., for the offer 
of prizes worth {320 a year for essays on general practice written by 
medical students, the money to be divided among groups of faculties in 
such a way that the minimum prize will be {25 (this matter has been 
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referred to the Undergraduate Education Committee of Council); Messrs. 
Pfizer Ltd. for a cheque for {960, with the promise of an annual grant 
for this amount, to be called the Pfizer Postgraduate Grant—{30 a year 
for each of the 32 faculties of the College ‘to encourage the continuing 
education of its members and associates’ ; Messrs. Benger Laboratories Ltd. for 
inviting the College to adjudicate work submitted for the annual ‘Benger 
Prizes for Original Observations in General Practice’ (three prizes have been 
offered—first £250, second {150, third £100; further details will shortly 
be published in the medical journals); Messrs. Geigy Pharmaceutical Co. Ltd. 
for the offer of a chain and badge of office for the President of the College, 
which Council is happy to accept; the firms which contributed 
generously to the cost of the College’s symposium on ‘General-Practitioner 
Obstetrics’, held in London on November 20, 1955—Messrs. Allen & 
Hanburys Ltd., Armour & Co. Ltd., British Schering Ltd., Ciba Laboratories 
Ltd., Cyanamid Products Ltd., May & Baker Ltd., Parke, Davis & Co. Ltd., 
and the Wellcome Foundation; Messrs. Glaxo Laboratories Ltd. for financing 
the ‘Symposium on Cortisone’ held by«the North Midlands Faculty in 
December 1955. Messrs. Boots Ltd. and May & Baker Ltd. for generous 
donations towards the expenses of a one-day course arranged by the North 
Midlands Faculty in Nottingham; Sir Edward Maufe who has paid the fee 
of the Public Orator at Oxford University for his help with the College 
motto; Dr. A. C. Rumsey for the gift of an old-time thermometer; Dr. 7. W. 
Squire for a copy of Buchan’s ‘A System of Domestic Medicine’; Dr. F. H. 
Staines and Dr. A. ¥. Laidlaw for gifts of medical instruments; Mr. E. R. 
Underhill for a book of dissection plates; Mrs. H. S. H. Guiness for a travel- 
ling medicine chest. 

Council also offers its thanks to the staffs of very many teaching hospitals 
"and regional hospitals who have voluntarily helped the work of the faculties, 
often at considerable trquble and expense to themselves. 

Thanks are due to the editors of the British Medical Journal, the Lancet 
and many other journals who have printed College publications and notices, 
and particularly to the editors of The Practitioner in which have been pub- 
lished all the College’s annual reports (1953, 171, Supp. p. 1; 1954, 173, 
Supp. p. 1; 1955, 175, Supp. p. 1). 


Il.—_UNDERGRADUATE EDUCATION 


Thanks to the excellent work accomplished by its predecessors, the 
Undergraduate Education Committee of Council has been able to devote 
much time to consolidation and review; substantial progress has also been 
made, and reports from faculties continue to be encouraging. It is now 
possible to discern the broad lines along which it and its successors will 
proceed. Whilst the committee has given attention to the ways in which 
general practitioners can contribute to the training of medical students, it 
has devoted even more time to a broad consideration of the medical 
curriculum as a whole, Faculties, also, have been encouraged to do this. 
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“I had a happy experience last week — 





thought | was in for an attack of tibrositis 





but | found one of those drug company samples 
which worked like a charm. Pleasant to use, too 


“What was it?” 


“Stuf called Algesal. It is a skin-penetrating salicylate 
in a vanishing cream, not irritating or anything like that 


Smells of lavender.’ 


“That's a change. Most of these anti-rheumatic balms 
set your skin on fire and smell horrible.” 


“It's quite rational too, when you think about it 

Salicylates are still the first choice systemically tor rheumatism 
Local salicylate at the site of the pain should be useful. 

I'm prescribing it now for all my old dears.” 





TAY | 

10%, diethylamine salicylate in @ soothing vanishing cream 
non-irritant, skin penetrating salicylate 

for the relief of rheumatic pain by inunction 





Full literature and samples gladly sent on request to the manufacturers: 
E.G.H. LABORATORIES LTD, PERU STREET, SALFORD 3, LANCS. 
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As a result, whilst this committee and the corresponding committees of 
faculty boards continue to offer practical assistance in connexion with the 
many schemes involving the participation of general practitioners in the 
training of medical students, for some of their work they have assumed the 
role of study groups. The studies undertaken by the Northern Home 
Counties and South-east Scotland Faculties are examples of this. 


Liaison with Medical Schools 


The committee has discussed how it can assist faculties to establish closer 
liaison with medical schools. So far, liaison has tended to be on the basis 
of personal contacts; this is a necessary first step because, in contrast to 
postgraduate education and research, the main initiative here rests with the 
medical school rather than with the undergraduate education committee of 
the faculty board. The committee has encouraged faculties to look beyond 
the purely vocational aspects of undergraduate education, and to establish 
working parties to study the whole field of undergraduate medical educa- 
tion. A faculty will thus get to know and understand better the problems of 
its local medical school, and provide the basis for long-term and profitable 
liaison. 

In the London area this problem of liaison between the College and the 
medical schools presents particular difficulties. In the provinces, where 
there is never more than one medical school in each faculty area, relation- 
ships have tended to be closer and more profitable. A ‘Joint Advisory 
Committee on Undergraduate Education of the Metropolitan and Home 
Counties. Faculties’ has been established to coordinate the work of the 
London and adjacent faculties, and to work out effective liaison between 
the college and the London medical schools. 

Faculties have been encouraged to develop friendly relationships with 
local student bodies, and when possible to coopt a medical student to their 
undergraduate education committees. A representative of the British 
Medical Students’ Association has made a valuable contribution to the 
work of this committee as a coopted member. 


A General-Practitioner Teaching Register 


The committee is preparing a national register of members and associates 
of the college who are willing to accept students in their practices. This 
régister will give details of the doctor’s practice, his experience and his 
medical school. Copies of this register will be sent to the deans of all medical 
schools in the United Kingdom and Eire. It is anticipated that the work of 
compiling this register will be completed by the end of the year. 


Conference on Undergraduate Education 
As a means of promoting liaison between the undergraduate education 
committees of the various faculty boards and the Undergraduate Education 
Committee of Council, a conference has been arranged for October 28. Each 
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faculty has been consulted about the agenda for this conference, and will 
send a representative. One medical student will also attend from each 
faculty area. The conference will review the recommendations already 
submitted to the General Medical Council on behalf of the College, examine 
ways in which general practitioners can contribute to the clinical teaching 
in medical schools, and review existing schemes for student attachment. 
This conference has been arranged so as to lead to a more precise definition 
of the future work of the undergraduate education committees of faculty 
boards. 
The Undergraduate Education Committee of Council 

Chairman: Richard Scott 

Vice-Chairman: G. O. Barber 

Members: L. W. Batten, H. H. A. Elder, S. Freeman, J. H. Grove-White; W. V. 


Howells, J. P. J. Little, E. A. W. Marien, J. N. M. Parry, J. C. T. 
Sanctuary, R. A. Murray Scott, A. J. Whitaker, J. Campbell Young 


Coopted: 'T. O. McKane (Hon. Secretary, Joint Advisory Committee on Under- 
graduate Education of the Metropolitan and Home Counties 


Faculties) 
W. G. S. Russell (British Medical Students’ Association) 


Ex-officio: The President and Officers of Council 


Ill.—POSTGRADUATE EDUCATION 


1956 has been a busy year for the Postgraduate Education Committee of 
Council, reflecting the increasing activity of the faculties, the greater 
interest and stronger support of the universities, and the help of many other 
institutions and individuals at home and throughout the Commonwealth. 
The work of this committee has been especially concerned with :— 


Postgraduate Educational Activities in the Faculties 

Reports from faculties this year detail the developments which are taking 
place in the continuing education of family doctors, and the different ways 
in which their needs are being met. 

Outstanding faculty achievements, at home, include the Welsh Faculty’s 
seventy-two Sunday morning ward-rounds and clinical demonstrations, in 
sixteen different hospitals with 733 general-practitioner attendances; those 
in South-east Scotland with over 300 general-practitioner attendances, and 
in the West of Scotland and in North-east Scotland, with 551 and 217 
general-practitioner attendances; the ten faculty general meetings of the 
Northern Ireland Faculty, at nearly all of which clinical subjects were 
discussed; the extremely successful faculty weekends of the South-east 
England, Merseyside and North Wales, and New South Wales Faculties; 
the postgraduate refresher courses arranged by universities and medical 
schools with the help of the North-west England, Midland, North Mid- 
lands, East Anglia and East Scotland Faculties; the clinical meetings of the 
South-east England, Yorkshire, Midland, East of Ireland Faculties and 
many others; two intensive 54-day courses in the North Midlands Faculty 
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area, one of which was attended by 28 members of the North Midlands 
Faculty of the College; the one-day courses of the South-east Scotland and 
West of Scotland Faculties; the symposia held by the East Anglia, Midland, 
and North Midlands Faculties; the discussion groups of the Yorkshire 
Faculty; the association with the old Peckham Health Centre of the South 
London Faculty; the visits to doctors’ premises of the Northern Home Coun- 
ties Faculty; the demonstration by general practitioners of their own cases, 
which have taken place in the Midland Faculty and the Hull Sub-Faculty; 
the local county meetings of the South-east and South-west England 
Faculties; the joint meetings with medical societies held by the Northern 
Home Counties Faculty, and those with branches of the B.M.A. held by 
many faculties; and lastly the discussions that have taken place between the 
university authorities and members of the South-west England and North 
Midlands Faculties concerning the possible development of postgraduate 
medical schools at Exeter and Nottingham. 

Overseas, 30 members and associates of the East of Ireland Faculty 
attended a Saturday postgraduate course of ten sessions of three hours each 
at the Dublin Clinical Hospitals. During the year the postgraduate education 
committee of that faculty board met no fewer than ten times. This faculty 
has also arranged brains trusts and question times. A dozen lectures and many 
Sunday-morning clinics have been arranged by the New South Wales 
Faculty, and correspondence courses for isolated practitioners were arranged by 
the Queensland Faculty in association with the University of Queensland. 

The honorary registrar of the committee (Dr. H. N. Levitt) has worked 
hard throughout the year to keep in touch with the honorary secretaries of 
postgraduate education committees of faculty boards. A list of courses is 
now circulated regularly to members and associates of the six Metropolitan 
and Home Counties faculties. The fact that many other faculties are circulat- 
ing their own newsletters and handbooks is noted with appreciation. 


Questionary on the Continuing Education of General Practitioners 

This document of eight foolscap pages was designed with the advice of 
many individuals and bodies interested in the subject, and with the help of 
statistical experts; it was sent to all members and associates of the College 
in the autumn of 1955. More than 2,000 answers have been received, which 
is a tribute to the interest and keenness of members and associates in this 
matter. So far, 1,848 replies have been analysed, and the preliminary results 
will be found below. Material from further study and breakdown of the 
figures will supply other interesting facts, and more tables will be printed 
later in the Research Newsletter. This questionary is still being sent to all 
new members joining the College, not only to maintain a register of their 
needs but also to ascertain what contributions these new members can make to 
this important subject. Reference will undoubtedly be made to the results 
of this questionary when considering future plans for the continuing educa- 
tion of family doctors. 
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The straight ‘Yes/No’ answers have been analysed by the Tabulating 
Research Centre. The more elaborate questions, which left scope for mem- 
bers and associates to express their personal views, have been coded by 
Dr. J. C. Graves and Dr. Valerie Graves; the committee is deeply indebted 
to them for the care they have taken and for the patience and ingenuity they 
have shown in sorting this mass of valuable but heterogeneous material. 


PRE-REGISTRATION TRAINING 

Ninety per cent. of replies were in favour of the general principle of 
introducing medical students to general practice; 56 per cent. favoured this 
before qualification and 60 per cent. during the pre-registration year—the 
overlap being caused by those who felt that this introduction to the work of 
the family doctor should take place both before and after qualification. 

Seventeen per cent. of members and associates had already received 
students in their practices, and a further 70 per cent. said they would like to 
do so. 70 per cent. favoured a resident hospital post in different departments, 
in rotation, as the best hospital training for future family doctors 


THE TRAINING OF ASSISTANTS 
Fourteen per cent. have been recognized as trainers in the trainee general 
practitioner scheme; a further 40 per cent. would like to be so recognized. 
Dissatisfaction with the scheme was expressed by 35 per cent., and 63 per 
cent. thought that it was open to abuse in its present form. 


POSTGRADUATE STUDY FOR PRINCIPALS 

Eighty-seven per cent. of members and associates were satisfied with the 
information that reached them about meetings and courses in their own 
areas; only 52 per cent. were happy about the information they received 
about courses elsewhere. In rural practices 36 per cent. were not satisfied 
with their opportunities for postgraduate study; in semi-rural practices this 
figure was 45 per cent.; and in urban practices 42 per cent. 

Thirty-two per cent. preferred informal attendance in hospitals to formal 
courses. Extended half-day courses were much preferred to any other arrange- 
ment, Sunday being favoured by only 12 per cent. 

Obstetrics (with practical training), dermatology and psychiatry headed 
the list of needs in special subjects. Additional clinical assistantships and 
more ward-rounds in local hospitals were wanted by many. Informal study 
groups, with and without consultant speakers, ranked high in the list. 

Some seventy-five different medical journals are read regularly by 
members and associates of the College throughout the world; of this 
surprisingly large number, the British Medical fournal, The Practitioner, the 
Lancet, the Medical World, Medicine Illustrated, the Proceedings of the 
Royal Society of Medicine and the Medical Press were those journals most 
frequently read, in that order of decreasing frequency. 

Among the numerous criticisms of courses attended in the last two years, 
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the most frequent were that the courses showed too much hospital bias and 
little or no appreciation of the problems of the general practitioner; they 
were too theoretical; rare cases were discussed too frequently, and clinical 
demonstrations were not given often enough. 

The greatest, difficulties in keeping abreast of advances in knowledge were 
felt to arise from lack of time (76 per cent.), deputizing difficulties (38 per 
cent.) and distance from a teaching centre (32 per cent.). 

The five most frequent sources of information about postgraduate 
courses and lectures were stated to be the British Medical Association, the 
local university or medical school, the local medical society and the local 
hospital—in that order. 


PosTGRADUATE STUDY IN OBSTETRICS 

Seventy-five per cent. of members and associates were already on an 
obstetric list; only 3 per cent. expressed difficulty in getting accepted ; 43 per 
cent. had difficulty in obtaining additional theoretical training in obstetrics ; 
and 31 per cent. had difficulty in adding to their practical experience. 

Thirty-four per cent. had access to hospital beds for their own patients; 
over 50 per cent. had access to obstetric beds in nursing homes or other 
private institutions. 

MINOR SURGERY 

Sixty-six per cent. did minor surgery in their practices; in rural areas 
this amounted to 82 per cent. 40 per cent. had access to a minor operations 
theatre—25 per cent. in hospitals, 10 per cent. in nursing homes, 4 per cent. 
in group-practice premises and less than 1 per cent. in health centres. 


Access TO PATHOLOGICAL DEPARTMENTS 
Ninety per cent. of members and associates had direct access to a patho- 
logical laboratory, and almost as many were satisfied about their oppor- 
tunities to meet the pathologist. 49 per cent. undertook simple pathological 
investigations themselves. 


Access TO X-RAY DEPARTMENTS 
Sixty per cent. had direct access to an X-ray department; this was least in 
industrial areas (39 per cent.). 


THE GENERAL PRACTITIONER IN THE HospPiTAL SERVICE 
Twenty-one per cent. stated that they had the use uf general-practitioner 
beds in a hospital, the large majority of these were in rural or semi-rural areas. 
67 per cent. had access to nursing homes. 23 per cent. held sessional appoint- 
ments in hospitals, but a further 41 per cent. expressed the opinior that their 
worl allowed them time to undertake sessional work and that they would 
welco.ne it. 


POSTGRADUATE TEACHING BY GENERAL PRACTITIONERS 
Twenty-scven per cent. of members and associates were willing to speak 
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on some special aspect of general practice, and 33 per cent. were prepared to 
introduce subjects for discussion in extended or intensive courses. Only 7 
per cent. felt able to undertake formal lecturing in such courses. The con- 
siderable proportion willing to introduce subjects reveals a pool of those with 
an inclination to speak which will no doubt develop with opportunity. Here 
the work of faculties in holding meetings of varying degrees of formality 
offers special opportunities. It is well known that many family doctors, 
who remain silent at meetings attended by members of the whole profession, 
will speak at gatherings of general practitioners. 


Conference on ‘The Work of the General-Practitioner Obstetrician 
Today’ 

On the morning of November 20, 1955, this conference was very well 
attended to hear the following speakers: Dr. E. B. Hickson (of Chippenham) 
Professor W. C. W. Nixon (of University College Hospital) and Mr. A. J. 
Wrigley (of St. Thomas’s Hospital). The symposium and discussion were 
reported in full under the title ‘General-Practitioner Obstetrics’ and printed 
as a supplement to Research Newsletter 10. It is a valuable document, par- 
ticularly with the Cranbrook Committee now sitting, and there has been a 
demand for it from many outside the College. This subject is at present in 
the forefront of the minds of those, both medical and non-medical, who are 
concerned with the maternity services of this country. An early expression 
of the College’s outlook and its professional standards was opportune. 


Conference on ‘The Practical Aspects of Postgraduate Medical 
Education in the Faculties’ 
On the afternoon of November 20, 1955, the College was fortunate in 
having six postgraduate deans as guest speakers at this conference, and the 
discussion was thoughtful and vigorous. 


Conference of Officers of Postgraduate Education Committees of 
Faculty Boards 

This conference was held on June 10, 1956, and was attended by one or 
more officers from almost every faculty in the United Kingdom and Eire. 
A memorandum drawn up by Dr. J. H. Hunt on “The Continuing Education 
of General Practitioners and the Work of a Postgraduate Education Com- 
mittee of a Faculty Board’ (see page 22) formed the basis for a stimulating 
discussion lasting four hours. 


Joint Advisory Committee on Postgraduate Education of the Metro- 
politan and Home Counties Faculties 

The four London faculties, together with the Northern Home Counties 

the South-east England Faculties, overlap in many of their educational 

activities. All six are based on London University, with its British Post- 

graduate Medical Federation as the instrument for designing and organizing 

university courses for. general practitioners. This new advisory committee 
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consists of two members from the postgraduate education committees of 
each of these six faculties, two from the Postgraduate Education Committee 
of Council, and others whom they may coopt. Its terms of refer: 9. are: 
“To coordinate and advise on activities common to the Metropolitan and 
Home Counties Faculty Boards with regard to postgraduate education’. 

This committee has been established (parailel to the Joint Advisory 
Committee on Undergraduate Education of the Metropolitan and Home 
Counties Faculties) to avoid overlap, waste of energy and duplication of 
approach to outside bodies. It has no executive powers and it leaves each 
faculty board complete freedom to plan its own postgraduate activities to 
suit conditions within its boundaries. 


The Cranbrook Committee of Inquiry into the Maternity Services in 
England and Wales 

This departmental committee of the Ministry of Health has invited the 
College to submit written evidence. This task has been allocated to the 
Postgraduate Education Committee of Council, which has appointed a sub- 
committee for this purpose: Annis Gillie (Chairman), R. Harkness (Hon. 
Secretary), G. F. Abercrombie, K. M. Cobban, E. B. Hickson, E. G. 
Housden, J. H. Hunt, F. Charlotte Naish and J. C. T. Sanctuary. 

The conference on November 20, 1955, on “The Work of the General- 
Practitioner Obstetrician’ was held in anticipation of some such inquiry as 
this. A list of questions was circulated to the faculties early in 1956. Every 
faculty in England and Wales replied; their replies were almost unanimous 
and several made additional valuable suggestions and observations. These 
have been incorporated in the report. This committee presented its evidence 
in October, after submission to council. It will be published in Research 
Newsletter No. 13. 

Cooperation with Other Bodies 

The College’s range of contacts with other organizations concerned with 
postgraduate education of family doctors widens. Medical schools through- 
out the country are offering valuable, and sometimes experimental, oppor- 
tunities for study. An important principle, adopted throughout, is that all 
opportunities based on College initiative should be open to ail doctors in the 
neighbourhood. Education is universal, and there can be no sounder means 
than this of increasing the prestige and the membership of the College. 

As before, we are indebted to the deans of postgraduate medical studies of 
many different universities, to the staffs of both teaching and regional 
hospitals, to the British Postgraduate Medical Federation of the University 
of London, and particularly to its director, Sir Francis Fraser, his educational 
advisers and his secretary, Miss A. Y. Champtaloup. 

The committee is conscious of the careful attention to its requests for 
advice and assistance from many. The editors of the medical journals are 
constant in their support, and generous with valuable printing space; to them 
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and to others too numerous to mention the committee expresses its gratitude. 
The Postgraduate Education Committee of Council 


Chairman: Annis Gillie 
Hon. Secretary: R. Harkness 
Hon, Registrar: H. N. Levitt (coopted) 
Members: L. W. Batten, H. H. A. Elder, J. Fry, J. M. Hunter, J. P. J. 
Little, D. Scott Napier, R. Scott, R. A. Murray Scott, 
G. Swapp, G. Swift 
Coopted: E. B. Hickson 
Ex-officio: The President and Officers of Council 


THE CONTINUING EDUCATION OF GENERAL PRACTITIONERS, 
AND THE WORK OF A POSTGRADUATE EDUCATION COM- 
MITTEE OF A FACULTY BOARD 


Memorandum by J. H. Hunt 


Prepared with the help of members of the Postgraduate Education Committee 

of Council, of the officers of Postgraduate Education Committees of Faculty 

Boards who attended the Postgraduate Conference held in London on Fune 10, 

1956, and of the Deans and Directors of Medical Postgraduate Studies of 
several universities 


INTRODUCTION 

Over the years it is likely that the most widespread contribution which 
our College, and its sister organizations across the Atlantic, will make to 
medicine will be through the continuing education of family doctors. In 
the American Academy of General Practice and the College of General 
Practice of Canada an agreed number of hours of postgraduate work each 
year is the main criterion for membership; such a continuing educational 
programme being preferred to a once-and-for-ever membership-certificate 
granted on joining. In our College the postgraduate education committees 
of faculty boards will have a vital part to play in encouraging this con- 
tinuing education, and there is a good opportunity .:ow to review the scope 
of their work. 

The College’s general policy with regard to the continuing education of 
its members and associates will be transmitted through Council to the 
thirty-two faculties in the United Kingdom and overseas, for interpre- 
tation by them individually according to their widely differing local needs, 
opportunities and enterprise. Some of their plans may, justifiably, be both 
ambitious and bold; liaison with many other academic bodies will be 
required, and difficulties will be met. It must be appreciated how arduous 
this important task will be; exceptional qualities of perseverance, goodwill 
and energy will be needed in the officers and members of the postgraduate 
education committees of faculty boards. Before long they will almost cer- 
tainly require regular, paid secretarial help. 











COLLEGE OF GENERAL PRACTITIONERS XCIX 
| EEE LT LL TRE 








For rapid control of seborrhoeic dermatitis 


* Pragmatar ’ is a most effective preparation for seborrhoeic dermatitis, 
and for the general care and hygiene of the seborrhoeic scalp. It is 
extremely valuable also in eczematous skin eruptions in which a 
seborrhoeic factor is involved. 

* Pragmatar’ incorporates three of the drugs that are fundamental in 
dermatology — tar, sulphur and salicylic acid. ‘ Pragmatar’ is easy to 
apply and easy to remove: it does not stain the skin and has a 


pleasant smell. 


PRAGMATAR 


highly effective in an unusually wide range 
of common skin disorders 


Available in 1 oz. (28 g.) tubes 


@) Smith Kline & French 
represented by Menley & James, Limited, London S.E.5 


PRP 66 








SUPPLEMENT TO THE PRACTITIONER 


= 


In Barbiturate Anaesthesia 


SomMEeE MEDICAL OPINIONS 


*Megimide’ rapidly terminates barbiturate anaesthesia 
without fasciculations or convulsions. *Megimide’ is a 
barbiturate antagonist of real clinical worth. 

(1955) Lancet, i, 181 





*Megimide’ brings about a rapid recovery of con- 
sciousness in all cases of patients under light of deep 
barbiturate anaesthesia. Its greatest value is to reverse the 
depressant action on the respiratory centre. The use of 
* Megimide’ has simplified post-operative nursing of anaes- 
thetised cases and is of particular value in a busy surgical 
ward, especially at night. We recommend its use in 
casualty, out-patient and dental surgery. 

(1956) Med. Proc., Vol. 2, No. 4 198 


Megimide is of value to lighten or terminate the 
anaesthesia of patients under the influence of barbiturate 
anaesthetics. With its use, broncho-pneumonia, hitherto 
the commonest cause of death, is no longer a danger. 


MEG iriMiir DE: 


Brand of Bemegride Registered Trade Mark 


aA. & G. NICHOLAS trp. 
Ethical Pharmaceuticals, 
Buckingham Avenue, Slough, Bucks. 
Telephone : Slough 22381/5. 








COLLEGE OF GENERAL PRACTITIONERS 23 


These committees, in common with others, are responsible directly and 
solely to their faculty boards, which report to their faculties at general 
meetings. All faculties are responsible to Council (some through the 
Scottish Council or an Overseas Council) which, in its turn, is responsible 
to the College as a whole. In each faculty the faculty board is the executive 
body, !:.t it may delegate certain special detailed executive functions to its 
postgr.‘luate education committee. Liaison between a Factilty and Council 
will be ensured by the faculty representative on Council. At any time a 
member of a postgraduate education committee of a faculty board may be 
coopted to the Postgraduate Education Committee of Council (or Scottish 
Council or an Overseas Council) to discuss a particular point. A faculty 
may ask for Council’s help from time to time when problems arise involving 
the Ministry of Health, Medical Research Council, Universities, the British 
Postgraduate Medical Federation of the University of London, Medical 
Schools or the British Medical Association. All major medico-political 
questions are referred to the Council’s Liaison Committee with the 
General Medical Services Committee of the B.M.A. 


TERMS OF REFERENCE OF A POSTGRADUATE EDUCATION COMMITTEE 
or A FacuLty Boarp 
To advise and assist the faculty board in all matters concerned with:— 

I.—The training, encouraging and helping of associates of the College, 
within its faculty area, in order to develop their interest in general 
practice whether or not they wish to make it their career. 

I1.—The continuing education of members of the College, within its faculty 
area, throughout their professional careers. 
I1I,—Family doctors’ professional accommodation and equipment. 


I.__The Training of Associates of the College who wish to make 
General Practice their Career 

It is planned that from the middle of this year every medical student 
in the United Kingdom and Eire will receive a letter as soon as he qualifies, 
giving him or her the opportunity of joining the College as an associate. 
The introduction of these young associates to the opportunities and aspira- 
tions of general practice will be the responsibility of regional faculty boards, 
through their undergraduate and postgraduate education committees; the 
work of these two committees should be closely integrated where their 
interests overlap. The less a medical school has done to introduce under- 
graduates to general practice, the more the College, through its faculty 
boards, will be obliged to do in the early postgraduate years, not only for 
those who intend to become family doctors but also to give young specialists 
some insight into the problems which will face their future colleagues 
working in general practice. 

Every associate in the faculty area, with any problem whatever about 
entry into general practice, should feel that the postgraduate education 
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committee of his faculty board is willing and able to help him :— 


(a) During the pre-registration year; 

(b) When holding ho:pital appointments after registration ; 

(c) During or immediately after National Service ; 

(d) When changing over from another branch of medicine; 

(e) When working as a trainee-practitioner ; 

(f) When working as an assistant or locum tenens in general practice while he is 


an associate of the College. 


All this will require a close liaison, in an advisory capacity, between the 
postgraduate education committee of a faculty board and other bodies :— 


(i) 


(ii) 


The local medical school, if there is one nearby, with its dean and 
teaching staff and any ‘department of general practice’ or ‘general 
practice teaching unit’ that may be developed there. It has been 
suggested, recently, that each of the six faculties in London and the 
Home Counties should work in close liaison with two of the medical 
schools in the metropolitan area, rather than try to do so with all 
thirteen. 

The staffs of regional hospitals, at which associates in the faculty 
area may be working, and their Regional Hospital Boards. 


(iii) The British Medical Students’ Association and other medical 


(iv) 


(v) 


(vi) 
(vil) 


student bodies. 

Local general practitioners, especially those who are members of the 
College of whom only about 15 per cent. have taken students 
already, although 70 per cent. have expressed a willingness to have 
them. (From the first 1,850 answers to the recent questionary.) 
The Joint Committees on Training Grants of Executive Council 
Areas, who are responsible at present for the trainee general practi- 
tioner (trainee assistant) scheme, and others who may be in charge 
of similar schemes in future; and those (like the British Postgraduate 
Medical Federation of the University of London) who are respon- 
sible for lectures to trainers. Only 15 per cent. of members and 
associates are recognized as trainers, at present, though another 
30 per cent. would like to be. 

Registrar Committees, with their ‘exchange schemes’ between 
registrars and family doctors. 

All those responsible for the various methods of entering into 
general practice, including the B.M.A. Medical Practices Bureau 
and Local Medical Committees. 


II.—The Continuing Education of Members of the College through- 


out their Professional Careers 


A.—OBJECTIVES 


To enable family doctors to keep abreast of modern developments in 
ideas, knowledge and technique the primary objectives of the postgraduate 
education committee of a faculty board will be to:— 


(i) 


Encourage all members <nd associates within the faculty to pursue 














(ii) 


(iii) 
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their continuing education in every possible way, especially in the 
clinical aspects of their work and in connexion with the diseases 
they most commonly meet. They should make the maximum possible 
use of existing postgraduate courses and the many other methods 
for their continuing education. The vitality of a faculty’s post- 
graduate work will be judged primarily by the percentage of its own 
members and associates who are keen to keep up to date, and by 
the enthusiasm for this that the faculty can arouse in them. 
Survey the present voluntary and statutory postgraduate resources 
of the faculty area, the adequacy and standards of these resources 
and the methods of their presentation, to ensure that the con- 
tinuing educational needs of members and associates are appreciated 
by all concerned. About 40 per cent. of members and associates 
have said in reply to the recent questionary that their postgraduate 
opportunities are ‘inadequate’. The reasons for this are being in- 
vestigated. The committee should endeavour to influence by example 
the scope of courses arranged by hospitals and universities in its 
faculty area, to achieve an overall balance, coordination and pro- 
gressive training, and to see that courses bear a satisfactory relation 
to those going before and coming after them. Over the years all 
subjects of importance to family doctors should be reviewed in these 
courses (see Third Annual Report, pages 108-118). The practical 
aspects of these subjects in relation to the work of family doctors 
should be cmphasized, especially those connected with new methods 
of diagnosis and treatment. Social medicine, preventive medicine, 
industrial medicine, occupational diseases and rehabilitation must 
not be omitted. There should be the closest relation between the 
content of a family doctor’s daily work ahd the content of the 
courses arranged for his continuing education. Help in this will 
come from the morbidity survey which is now nearly complete. To 
do all this the faculty must appreciate clearly, and persuade others 
of, the need for long-term planning and continuity of postgraduate 
training over five- or ten-year periods. The postgraduate training of 
family doctors should be a carefully planned and continuing process 
rather than merely an occasional incident. 

Help to arrange new courses when those in the faculty area are 
inadequate. It is a function of the universities to provide formal or 
statutory postgraduate education, but several faculties have already 
planned weekend courses of their own, sometimes coinciding with 
their annual general meetings. These have shown that College- 
arranged courses offer more opportunities to experienced members 
and associates for contributing from their own knowledge and 
experience, and for discussion to be entered into more freely by all 
present, than do more formal University-sponsored courses. This 
arranging of postgraduate courses by faculties of the College, in co- 
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operation with universities and hospital consultants, is likely to 
increase considerably. The Pfizer Postgraduate Grant of £30 a year 
to each of the thirty-two faculties will help towards the financing of 
some of these arrangements. 

Investigate, in a broad way, how much postgraduate work is being 
done by its members and associates. If the amount of this is dis- 
appointing, the committee should try to find out why this is—the 
arrangements may be too far away or at the wrong time, or of the 
wrong sort, or there may be deputizing difficulties—and it should 
use its energies to remedy the fault. The greatest help and encourage- 
ment of the faculty should be concentrated on its younger members 
and associates, creating in them the appetite to keep up to date. It 
is not intended that the postgraduate education committee of a 
faculty board should keep a detailed record of the attendances 
of its members and associates at lectures and courses, or act as an 
arbiter as to whether or not they have complied with their postgrad- 
uate obligations. This will be a matter for the College and Council to 
consider later, and is not at present regarded as one of the duties 
of postgraduate education committees of faculty boards. 

Help members and associates to follow a special bent—to keep 
up to date in any particular field in which they happen to be 
interested, perhaps in association with a research study group. The 
3,589 members and associates of the College hold 1,640 postgraduate 
degrees or diplomas in special subjects. Allowing for those who hold 
more than one, this means that about a quarter of our members 
and associates have taken the trouble to reach what one may call, 
for want of a better term, ‘diploma level’ in a special subject— 
medicine, surgery, obstetrics and gynzcology, anzsthetics, child 
health, psychological medicine, medical radiology, public health, 
industrial health, tropical medicine, tropical hygiene, etc. (It is 
interesting that a recent survey from America shows that one in four 
general practitioners in the U.S.A. are working part-time in a 
specialty.) Many more have, by long experience, reached the same 
level without acquiring official academic recognition, perhaps bec..use 
their subject happens to be one which has no diploma (e.g. derma- 
tology or cardiology), or because they have had no opportunity of 
taking the examination or have not wished to take it, or because 
they have not fulfilled all its necessary conditions (such as holding 
a resident hospital appointment in that subject). Quite apart from 
their continuing general-practitioner education, these family doctors 
may require, from time to time, special postgraduate courses in their 
special subjects. It must be clearly understood that these special 
courses need to be different and distinct from those for consultants, 
because they should be strictly confined to those aspects of the 
special subject which a family doctor, still in active general practice, 
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sees ; details of highly technical procedures, of interest and importance 

to consultants, may be largely omitted. 

Act as an information and advisory bureau to disseminate among 

members and associates of the faculty, and on some occasions 

among other general practitioners in the neighbourhood, information 
about all local postgraduate educational activities, and also about 
those in academic centres such as London, Oxford, Cambridge and 

Edinburgh. The spread of this information will not always necessarily 

be by publishing lists of courses and lectures in faculty newsletters 

or booklets; much of it will be by personal communication, post or 
telephone, even by offering a doctor a lift in a car to a lecture or 

meeting. Some of it may be done through the medical press or a 

local executive council. Important features of this information service 

will be:— 

(a) Collecting details of members’ and associates’ interests and requirements 
as to their continuing education, recording these and transmitting them 
to the university, medical school or local medical societies. 

(6) Telling practitioners exactly how and where they may apply for their 
allowances (through their university postgraduate committees) from the 
Ministry of Health, or the Department of Health for Scotland—for 
travelling to and from postgraduate courses, for subsistence and for a 
locum tenens. Only those attending courses sponsored by a university 
are entitled to these payments. Some universities, however, encourage 
the College to cooperate with them, and with hospital consultants, in 
arranging courses which they agree to sponsor for the purpose of pay- 
ment of those attending, such as the weekend courses recently held at 
Exeter and at Truro which have been officially sponsored by the Director 
of Medical Postgraduate Studies of Bristol University. In a widespread 
faculty such sponsorship might conveniently be carried further if the 
Ministry of Health would agree to the appointment, by the university, 
of official unpaid deputies (responsible to the Dean of Postgraduate 
Studies) with appropriate local powers in key positions to sign certain 
forms and communicate directly with the Ministry in connexion with 
these allowances. 

(c) Supplying information about theses and examinations for higher degrees 
and diplomas, and the regulations connected with them. 


B.—METHODS 


The Postgraduate Education Committee of a Faculty Board can help in 
this continuing education of family doctors in any of the following ways, 
selecting from the list those activities most accessible and appropriate :— 


(i) By encouraging individual members and associates to:— 


(a) Carry on their general practices as efficiently as possible. There 
are few better methods of continuing the education of family 
doctors than for them to be working in a good partnership or 
group practice, or in a general-practitioner hospital, meeting their 
colleagues, and discussing their difficult cases, as often as 
possible. 

(6) Keep their equipment and premises up to date. 
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(c) Take every opportunity of attending consultations over their 
patients—meeting specialists or consultants in patients’ homes, 
in a clinic, in a general-practitioner hospital, in the out-patient 
or in-patient department of a general hospital, in an operating 
theatre, or even in the post-mortem room. Regular attendance 
at a consultants’ lunch table is a good way of keeping in touch 
with modern developments. 

(d) Refer critically and selectively to their medical journals, text- 
books or monographs, and the many advertisements which reach 
them by post; helped, perhaps, by journal clubs, study groups 
or a medical library. A faculty may collect reprints, articles or 
monographs on subjects of interest to general practitioners, and 
file them in a reference library at its headquarters. 

(e) Attend meetings of local medical societies or B.M.A. divisions, 
and postgraduate lectures or courses sponsored by the Uni- 
versity (including the British Postgraduate Medical Federa- 
tion of the University of London), the local medical school, 
regional hospital or by the College. 

(f) Visit hospitals whenever possible, remembering that every doctor 
is a ‘perpetual student’ of his old medical school. 

(g) Hold official appointments in the out-patients’ departments of 
hospitals—as clinical assistants, casualty officers, etc.—these 
appointments being honorary or paid, renewable and perhaps 
rotating. 

(h) Help in an unofficial capacity in the out-patient departments of 
any hospital. 

(j) Work as a general-practitioner specialist (in obstetrics, anzs- 
thetics, pediatrics, etc.) in cooperation with, or under the 
general supervision of, a consultant. About 25 per cent. of mem- 
bers and associates now do hospital sessional work. 

(k) Have students in their practices. Many practitioners who take 
students have said that they have often learnt as much from the 
students as the students have learnt from them. 

(/) Enter for the medical academic prizes offered by the College, 
B.M.A., Hunterian Society, Harveian Society and by many other 
bodies. 

(m) ‘Take correspondence courses (for those in remote areas), perhaps 
by means of gramophone records or tap< recorders. 

(nm) Enter their names for travelling fellowships or exchange schemes 
with doctors overseas. 

‘ (ii) By arranging clinical and educational programmes at faculty meetings: 
These may be annual general meetings, general meetings, or 
special meetings of the whole faculty, sub-faculty meetings, county 
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meetings, or combined meetings with local medical societies, B.M.A. 
divisions or neighbouring faculties. 

They may be held at the faculty centre or elsewhere—in a private 
house, academic building, hotel, assembly hall or in a local hospital. 
They may take place on a morning, afternoon or evening, as a dinner 
meeting, for a whole day or over a weekend. Guests may be invited 
to these meetings and valuable, informal, exchange of ideas may take 
place between different branches of the profession so long as ade- 
quate time is always allowed for discussion. 

Their programmes may include: 

(a) Lectures on any subject within the scope of general practice (see 


Third Annual Report, pages 108-118). 


(6) Films. 
(c) Discussions, with other members of the profession taking part. 


(d) Clinical demonstrations. 

(e) Symposia. 

(f) Brains trusts. 

(g) Any questions? 

(A) Clinical or clinico-pathological conferences. 


(j) Ward rounds. 

(k) Visits to practice premises in the neighbourhood. 

(J) Visits to local pharmaceutical or other industrial firms. 
(iii) By laison with :— 

(a) A Medical School and Teaching Hospital, with its dean, teaching 
staff and any ‘department of general practice’ which may be 
developed there. Some specialists and consultants may, with 
great advantage, be persuaded to join the College as associates. 

The postgraduate activities arranged by a medical school, 
teaching hospital or by any other hospital, may include all those 
mentioned in paragraph (ii) and in addition :— 

Extended courses (voluntary or statutory) taking place for two 

hours on Sunday mornings or at other times once a week or once a 

month, for a half-day, full day or at a weekend. 


Intensive courses (voluntary or statutory) lasting two or three days, 
five and a half days (Monday to Saturday), a fortnight or longer. 


Regional hospitals, their specialist and consultant staffs, and the 

Regional Hospital Boards. 

(c) Special postgraduate hospitals, such as the Postgraduate Medical 
School of London at the Hammersmith Hospital. 

(d) General-practitioner hospitals. About 30 per cent. of members 
and associates say that they have the use of beds in general- 
practitioner hospitals. Many others would like to do so. 

(e) A University, with its Dean or Director of Medical Postgraduate 


(b 


~— 


Studies. 

In the London metropolitan area a special liaison has developed 
between the College and the British Postgraduate Medical 
Federation of the University of London. Last year this Federa- 
tion received a maintenance grant of £632,000 for the expenses 
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of its central office, and for the postgraduate education of 
specialists and to a much lesser extent of general practitioners by 
its Institutes of Cancer Research, Cardiology, Child Health, 
Dental Surgery, Diseases of the Chest, Laryngology and Otology, 
Neurology, Obstetrics and Gynzcology, Ophthalmology, Ortho- 
pedics and Psychiatry, and by its Associated Institutes of Basic 
Medical Sciences, Dermatology and Urology. 

The formal continuing education of general practitioners is 
the responsibility of the Universities and is financed by the 
Ministry of Health. In the London metropolitan area the British 
Postgraduate Medical Federation of the University of London 
plays an important part in arranging courses. Its Annual Report 
for 1953-54 said: “The Central Office (of the Federation) is in 
close touch with the College of General Practitioners and it is 
hoped by this contact not only to provide continuing education 
for a larger proportion of the general practitioners who have 
so far not made use of the courses and opportunities provided, 
but also to meet the needs of general practitioners by arranging 
other opportunities for their education’. 

A ‘Joint Advisory Committee on Postgraduate Education of 
the Metropolitan and Home Counties Faculties’ has been formed 
to coordinate the activities of the four London and two Home 
Counties faculties of the College with those of the thirteen 
London medical schools, the four regions of the British Post- 
graduate Medical Federation of the University of London, and 
of the Regional Hospital Boards in that area. The members of 
this joint committee are two representatives from each of the 
faculties concerned, two from the Postgraduate Education Com- 
mittee of Council, and any others they may wish to coopt. 

(f) Local Health Authorities, Medical Officers of Health and the 
Nursing Profession. 

(g) Local Medical Societies and B.M.A. divisions, to ensure that 
programmes do not clash and to arrange combined meetings. 
(4) The Research Committee of its Faculty Board, over College- 

sponsored, faculty-sponsored and individual research projects. 

(j) Boards of neighbouring faculties. Some members and associates 
may wish to attend postgraduate meetings just outside their own 
faculty; for this purpose, regular exchange of postgraduate 
information between neighbouring faculties is essential. Com- 
bined clinical meetings of two or more faculties have already 
been successful. 

(k) Other general practitioners in the neighbourhood. It is not 
intended to make the College a ‘closed shop’; other practitioners 
may, whenever possible, be invited to attend faculty-sponsored 
postgraduate activities. A faculty board’s first responsibility is to 
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its own members and associates, but it must be remembered that 
one of the best ways of increasing the prestige of the College will 
be to render widespread services. At present it is not proposed 
that College funds shall be spent on canvassing all general 
practitioners in an area to attend all the College’s postgraduate 
meetings. Notices sent to the thousands of family doctors on 
Executive Councils’ lists in London, or in the South-east 
England or South-west England faculties, would be expensive. 
Larger meetings cost more for accommodation and for entertain- 
ment, though the price of these last two items may often be 
defrayed by those attending. Some of the College’s postgraduate 
functions—such as those which take place at faculty annual 
general meetings—must necessarily be confined to its members 
and associates. If postgraduate education as a whole 
improves in any area, as a result of the College’s activities, all 
family doctors there wili benefit. This will go a long way to fulfil 
the College’s purpose of trying to raise the standard of general 
practice throughout the Commonwealth. 


(1) Medical libraries, locally or elsewhere. 


Cooption.—It may be found convenient, at times, to coopt a representa- 
tive from one of these bodies on to the postgraduate education committee 
of a faculty board for a particular purpose. Such coopted members will be 
members of the committee in a purely advisory capacity; unless they are 
members or associates of the College they are not entitled to vote, according 
to the present College bye-laws. By a reciprocal arrangement it may be 
possible for a representative of the faculty board to be coopted on to the 
postgraduate or other committee of any of these other organizations. 
Application for this representation of faculty boards on university or 
medical school postgraduate committees should not be rushed; invitations 
have already been received by several faculties, and these are likely, in time, 
to become more general with the development of friendly contacts, and 
with the gradual demonstration of how much help a faculty of the College 
can give these different bodies. 


IlI.—The Professional Accommodation of Family Doctors and those 
intending to enter General Practice, and their Equipment 

It has been suggested that these aspects of the work of a faculty may 
appropriately be considered and directed at present by an Equipment 
and Premises Sub-Committee of the Postgraduate Education Committee 
of the Faculty Board. They are closely bound up with the requirements of 
those about to enter general practice, and with the problems involved in 
helping family doctors to keep up to date. 


‘One of the functions of the College will be to act as a centre for information 
for young practitioners on their needs in general practice, on methods of record 
keeping, on new methods for diagnosis or treatment, and on the equipment needed 
for these. . . . By this means they will choose their equipment and establish them- 
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selves in general practice more easily and more quickly than they can at present’ 
(First Annual Report, page 24). 

Many important matters will concern this sub-committee, and before 


long its work may increase to such an extent that an independent com- 
mittee of the faculty board may be required for it. Meanwhile, such a sub- 


committee will be concerned with :— 

(i) Questions connected with general practitioners’ premises—waiting 
rooms, dispensaries, consulting rooms, etc. One or more local archi- 
tects interested in this type of medical building may be coopted to 
this sub-committee. 

(ii) The administrative problems and record systems of family doctors, 
including details of the charts (temperature, diabetic, intake and 
output, menstruation, etc.) and diet sheets, needed by family doctors 
(see Third Annual Report page 117), to make sure that these are 
the best that can be devised for a general practitioner’s use. 

(iii) The apparatus used by family doctors. 


CONCLUSION 
In conclusion one cannot do better, perhaps, than quote from the report 
of the Postgraduate Education Committee of Council in the Second Annual 
Report :— 

* One of the primary obligations of members and associates of the College is that 
they should undertake an adequate amount of postgraduate work while they con- 
tinue in active general practice. .. . / As the membership of the College increases, 
so must the demand for this postgraduate education. One of the duties of the 
boards of the faculties will be to stimulate and help all members to carry out this 
obligation. It is anticipated that, in this way, active interest in postgraduate educa- 
tion will be aroused in a far larger number of family doctors than at present. The 
vitality of the College will be closely dependent upon the participation of its mem- 
bers in postgraduate education in its broadest sense. .. . / A doctor, whatever his 
line of work, should be a student all his life; and faculty activities will, it is hoped, 
have a stimulating effect on the standards and academic ambitions of many general 
practitioners. .. . 

‘If the family doctor’s professional and academic standing is to bear comparison, 
at all times, with that of his colleagues in other branches of the profession, he must 
look to his intellectual development and progress throughout his career. The 
College of General Practitioners has come into existence, in large part, to satisfy 
this need which it can do through its regional faculties . 


IV.—RESEARCH IN GENERAL PRACTICE 


The College Research Organization 


The Research Committee of Council has been joined by six new members 
to meet further increases in its work—Drs. J. Fry, W. J. H. Lord, E. A. W. 
Marien, J. N. M. Parry, P. A. Walford, and C. M. Fleming (Chairman 
of the Research Committee of the Scottish Council). Professor L. A. 
Hogben (of the Department of Medical Statistics, Birmingham University) 
has accepted an invitation to join the Research Advisory Panel. 

The first task of the reinforced committee was to devise means for the 

ficient conduct of its business, and a system of ‘working parties’ was set 
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up—members of the committee who shared special experience or interests 
considering particular problems together. It was essential that these working 
parties should have the advice of the remaining members of the committee, 
and it became standard practice to circulate duplicated drafts of material 
under discussion, with specially designed ‘comment slips’. This system was 
found to work well; although fewer meetings of the full committee were 
held, meetings of working parties and exchange of ideas on paper took place 
throughout the year. 
THE RESEARCH REGISTER 

The Research Register, of those who wish to take part in the research work 
of the College, continues to expand and now includes 495 members and 
associates. The range of their interests, as classified in the register, covers 
almost a hundred different aspects of medicine, from such popular branches 
as pediatrics and obstetrics to rarer subjects such as fluorosis and the 
medical aspects of sailing. The interests expressed by those on the research 
register have been analysed statistically, in relation to type of practice and 
locality of the practitioners, in a joint study by the registrar (Dr. C. A. H. 
Watts) and Dr. Kenneth Cross (of the Department of Medical Statistics, 
Birmingham University). The analysis shows that the register is itself a 
research tool of great potential value. It is now possible to select from it a 
group of practices which represents in miniature the practices in the country 
as a whole—an invaluable background to planned studies of morbidity. 

A research worker, whether in the College or working outside it indivi- 
dually or in a group, may apply to the Research Committee of Council and 
be put in touch with those members on the register who share his interest; 
thus he may readily gain information that he could obtain in no other way. 
To ensure that sorting and classification of our recorded information is 
speedy and accurate, the full details of practices on the register are being 
transferred to specially designed Cope-Chat cards. It is hoped that this 
further help to those who organize group studies will be ready before long. 


Tue RESEARCH NEWSLETTER 


During the year four numbers of the Research Newsletter have been 
printed (of 64 pages each); these have been sent to all members and asso- 
ciates. A report of the Conference on General-Practitioner Obstetrics (40 pages) 
was published as a supplement to Newsletter No. 10, and offered for sale 
to non-members of the college. The report on The Complications of Measles 
(24 pages) was published as a supplement to Newsletter No. 11. Both these 
publications have been favourably received by the medical press. 

In July the Research Committee of Council recommended removal of 
certain restrictions on the publication of the Newsletter, and it is now 
available to anyone outside the College wishing to purchase it, at 3s. 6d. per 
copy (annual subscription 14s.). All members and associates of the college 
will continue to receive the four issues a year free. 
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Tue CoLiece Recorps UNIT 


Plans for the establishment of a Records Unit, as part of the Statistical 
Advisory Service to be provided by the research organization of the College, 
have been considerably advanced during the year. A working party of the 
committee was set up to consider its structure, and Dr. K. W. Cross has 
been coopted as statistical adviser to this working party. Numerous meetings 
have been held in Birmingham and in London, and methods of collection, 
processing and analysis of morbidity statistics from general practice have 
been examined. Of the different methods it was decided that a trial should 
be made of self-coding cards for the recording of episodes of illness; these 
cards may, after punching, be analysed by electronic counting machinery. 
It was estimated that a records unit in full operation should be able to process 
the returns from one or two hundred general practices, and that if these 
were selected by type and locality, a continuing watch on a representative 
sample of national morbidity would be possible. Schedules of the staff, 
accommodation and equipment which would be required for such a unit 
are being prepared. 

One aspect of the problem is that of terminology in the recording of 
diagnoses and the degree of accuracy that can be achieved ; various classifica- 
tions of morbidity can be interpreted with different degrees of accuracy. An 
evaluation of this problem is to be made in a pilot run which is to take 
place in a number of selected practices. Alternative methods of recording 
general-practitioner level morbidity have been considered, with a study of 
methods used in other research fields. The importance of an adequate yet 
simple system of record-keeping requires no stress. The research committee 
is fully conscious of the lack of accurate records of disease in the stages 
observed by family doctors, and of the stimulus to sound and accurate 
work which properly maintained records can be. If the College can obtain 
the help which it will need to make the Records Unit a reality, medicine 
will benefit twice over—not only in new knowledge, but also in higher 
standards of work. 

‘THERAPEUTIC RESEARCH 

The policy of the College with regard to therapeutic research has been 
considered further. A distinction has been drawn between two types of such 
investigations :—In the first the Council of the College is responsible not 
only for the planning and collection of records, but also for the analysis and 
publication of results: these are called ‘College-sponsored projects’, of 
which the measles investigation is an example. In the second the help of the 
College research organization is put directly or indirectly at the disposal of 
individuals or organizations, perhaps pharmaceutical firms, outside the 
College who have therapeutic problems of their own. These are called 
‘College-aided projects’ in which the College is not responsible for the 
analysis or publication of results. The decision whether such an outside 
project can or should be helped by the College still rests with council. 
Machinery now exists whereby members and associates who have signified 
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their interest in this type of work can be informed of the details of such 
projects without their names being sent to the proposer by the College; 
those who wish to join a particular investigation can then, if they wish, get 
into touch with the proposer themselves. 


CONFERENCE OF CHAIRMEN AND HON. SECRETARIES OF RESEARCH 
CommMITTEES OF FacuLTy Boarps 
A conference of officers of the research committees of faculty boards was 
arranged at Withington Hospital, Manchester, for Sunday, October 7, 1956. 
This lasted all day, the morning session being devoted to reports from 
faculties, and the afternoon session to discussion of College-sponsored 


research projects. 


THe CoLiece STAND AT THE SCIENTIFIC EXHIBITION OF THE B.M.A. 

A study by the Epidemic Observation Unit was demonstrated at the 
College Stand at the British Medical Association’s Scientific Exhibition at 
Brighton in July. The demonstration took the form of a map of England 
and Wales illustrating the spread of Epidemic Winter Vomiting through 
the country during the autumn of 1954 (Research Newsletter No. 8, 
pp. 80-95). Places from which the condition had been reported were identi- 
fied by small coloured lights and, by an ingenious electrical device, the 
pressing of a button clearly displayed the spread of the epidemic. The map 
was designed by Dr. G. I. Watson and constructed under his direction. 

The stand displayed other examples of collective investigations organized 
by the Research Committee of Council and by Faculty Boards— 
investigations which are playing a valuable part in breaking down the 
academic isolation of general practitioners. The organization and manning 
of the stand were carried out by members of a committee of the South-east 
England Faculty Board; their help is gratefully acknowledged by council. It 
is hoped that other faculties may be invited to sponsor the College Stand at 
future exhibitions. 

RESEARCH SYMPOSIUM 

A Research Symposium has been arranged for the morning of November 
18, 1956, the day after the Annual General Meeting of the College. The 
subject will be ‘Ways and Means in. General- Practitioner Research’, and 
the three speakers will be Professor Robert Platt (of the Department of 
Medicine of the University of Manchester), Dr. R. E. Hope-Simpson (of 
the Epidemiological Research Unit of the Medical Research Councii at 
Cirenvester) and Dr. E. Tuckman (of St. Mary Cray). All members and 
_ associates of the College who are interested in this subject are invited to 
this symposium. 

RELATIONS WITH OTHER BopIgs 

The Research Committee of Council has coopted Dr. C. M. Fleming, and 
it welcomes the closer collaboration with its sister committee in Scotland 
which this has made possible. One of its meetings was attended by Dr. G. N. 
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M. Aitkens, chairman. of the Research Committee of the New South Wales 
Faculty Board. During thé year the advice and help of the committee have 
been sought by many individuals and research organizations. Correspon- 
dence has taken place with the Ministry of Health and the Medical Research 
Council. The Epidemic Observation Unit has been collaborating with the 
Public Health Laboratory Service both at Colindale and elsewhere. The 
chairman of the Research Committee of Council has accepted an invitation 
to become a coopted member of the Research Committee of the Society of 
Medical Officers of Health. 

Members on the research register have taken part in two studies of the 
incidence of alcoholism, at the request of the Department of Psychiatry of 
St. George’s Hospital. The committee has considered and commented upon 
a number of suggestions for other investigations proposed by hospital 
workers. It has discussed a virus research problem proposed by a practi- 
tioner in Holland. Dr. Robert Braun (Austria) met some of its members 
while on a visit to this country to discuss morbidity statistics. Accounts of 
work on epidemic winter vomiting have been received from Hamburg in 
Germany and Davos in Switzerland. The help of a dermatologist at an 
American university has been obtained for a member on the research register. 


THe FuTure 

The knowledg< that, before many years pass, the Research Committee of 
Council may have premises in Lincoln’s Inn Fields has been a new source - 
of encouragement. It is too soon to predict the structure of the research 
organization which will evolve. The Steering’ Committee’s vision was of 
‘a central organization, equipped to help with the consolidation of clinical 
records and material from practitioners and their study groups all over the 
country, and to advise with regard to techniques for the collection of this 
material, and the necessary controls’ (Brit. med. F., 1952, ii, 1321). 


College-Sponsored Investigations 
Tue, Morsipity Survey 


The collection of material for the National Morbidity Survey, in part- 
nership with the General Register Office, was completed at the end of May. 
This was the end of a year of intense activity in the 108 practices which 
took part in the study. The population served by these practices was 
400,000, and additional information relating to occupation was recorded for 
three-quarters of them. The Research Committee of Council and the 
Registrar General’s Department wish to express their appreciation of the 
help given by general practitioners who, as partners or assistants, took 
part in this investigation. They have contributed to a ‘coordinated study 
without parallel in the history of medicine. 

At some stage during the survey half the practices taking part were visited 
by Mr. A. A. Cushion, of the General Register Office, who has stressed the 
value of these visits in establishing personal contact with the practitioners. 
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The phase of coding has now begun. It was estimated that the coding and 
tabulating of the cards would take six months, and that preliminary tables 
would be ready in a year. Discussion is taking place as to the best methods of 
presenting the results of the survey, so that they may be of value to the 
clinical worker as well as to the administrator and statistician. Publication 
of the results of the survey may not be possible before the end of 1957. 


Many of the problems met with during this survey affect the develop- 
ment of the Records Unit, and in March a discussion took place between 
members of the working party and the General Register Office. The Deputy- 
Registrar-General supported the principle of the unit, and Dr. W. P. D. 
Logan invited the working party to examine the methods of statistical 
handling used in the analysis of the survey material. It had been agreed 
earlier that the General Register Office should be kept informed of the 
development of the records unit, and that collection of material would be 
arranged ultimately so as to admit of mutual comparison of figures. 

The successful working partnership between the College and the General 
Register Office has led to the consideration of a second combined study of a 
somewhat different kind—‘An Investigation of the Social, Environmental 
and Médical State of Man between the Ages of 55 and 75’, details of which 
are now being worked out. 


THe MEAsLes INVESTIGATION 


Recording for this investigation ceased on June 30, 1955. A total of 4,741 
cards were returned, of which 4,728 were suitable for analysis. Each card 
was scrutinized for omissions, and all doubtful points were referred back 
to the doctors concerned. A further check was carried out by Dr. Valerie 
Graves and Dr. Janet Earl before they coded and punched the cards, which 
were then sent for analysis to Dr. M. R. Sampford. Council wishes to express 
its gratitude to these workers for the considerable help which they gave this 
investigation. The material obtained from the analysis of these cards is being 
tabulated; so far it has only been possible to publish that part of the main 
survey which deals directly with the effect of antibacterial prophylaxis upon 
the complications rate in measles. The two principal conclusions drawn 
from this part of the survey are that: 

(1) The prophylactic use of antibacterial drugs can confer little benefit on a 
healthy child undergoing an attack of measles of ordinary severity, and indeed 
it may do harm. In mild cases it is likewise unnecessary. In severe or unhealthy 
cases some benefit may result. 

(2) In treatment there is nothing to commend the routine use of sulphonamides, 
since this increases rather than reduces the total complications rate. The 
routine use of antibiotics in measles is expensive and largely unnecessary. 

Part 1 of the Report, giving the details on which these and other conclu- 
sions are based, was published in June 1956, as a supplement to Research 
Newsletter No. 11. It is intended to publish further parts of this report when 
the analysis is complete. 
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AcuTE CHEst INFECTIONS 
This investigation, carried out by a study group, was completed in 
November 1955, and 1,757 case-records from 55 general practitioners in the 
British Isles were analysed. The report was published on June 30 (Brit. med. 
J., 1956, i, 1516). 
ASTHMA IN CHILDHOOD 
There are 55 members of this study group. The registration of cases 
started in April 1956, when forms were issued to members of the group. 
In the first three months 44 cases weré.registered, but these were from a 
comparatively small number of practices. Registration of cases is to con- 
tinue for a year, and it is hoped that a large number of forms will have 
reached the recorder, Dr. G. M. T. Tate, by the autumn. 


CHRONIC BRONCHITIS 

A study group of almost 100 members has been formed to investigate some 
of the problems connected with this common condition. Good progress has 
been made and a working party, formed of five members of the College and 
three consultants (Drs. C. M. Fletcher, N. C. Oswald and D. D. Reid), has 
met on a number of occasions since May. Plans are being laid for two con- 
current investigations :—(1) a short-term study, over one year, to assess the 
incidence of chronic bronchitis in a sample of the population. A pilot 
survey has begun, and the group will begin recording during the autumn 
of 1957. (2) A long-term study, which will last 5-15 years, into the natural 
history of chronic bronchitis. 


EPILEPSY 

A working party has been preparing an investigation into epilepsy in 
general practice. Statistical assessment will be made of the incidence, 
severity and treatment of grand mal, and at the same time information will 
be collected concerning the rarer and less well-defined forms of epileptic 
attack. The survey will last for one year in the first instance, and observers 
will be asked to complete a form for each epileptic patient they meet in 
their practices. 

RESULTS OF TONSILLECTOMY 

The difficulties in the design of an investigation to assess the value of the 

operation of tonsillectomy are being overcome. 


PINK DISEASE 
One issue of the Research Newsletter carried a questionary as to the 
frequency with which Pink Disease had been met with in general practice. 
The response was satisfactory and forms were returned by many members 
and associates at home and overseas. Analysis of these questionaries is 
being undertaken by the research committee of the board of the South-west 
England Faculty as part of its study of pink disease. 
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EprIpeMic OBseRVATION Unit (Director G. I. Watson) 

Numerous doctors have sent in reports about outbreaks of unusual illness 
in their practices. These are summarized below with a note of any action 
taken by the College. 

(1) N. B. Eastwood, Lowestoft (September 1955), estimated that between 
August 15 and September 15, 1955, about 200 cases occurred in the town 
of Lowestoft of an illness characterized by pyrexia, headache, neck rigidity 
and vomiting. The resemblance to non-paralytic poliomyelitis was marked, 
yet no paralysis occurred. Isolated cases occurred earlier in August and a 
few further cases at the end of September and throughout October. A 
full report of this outbreak was published in Research Newsletter Nu. 9. The 
illness was of short duration, average 4 days. Several cases in one family 
sometimes occurred. The incubation period seemed to be short—one boy 
developed the illness 11 days after returning from holiday; in families the 
cases occurred at 2-4 day intervals. The spread over a housing estate was 
rapid, and the possibility of any case being due to non-paralytic poliomyel- 
itis caused considerable anxiety. The age distribution was mainly between 
5 and 13 years; in two practices males considerably outnumbered females. 

Action: All members of the East Anglian Faculty were notified but no 
similar outbreak was reported. There are, however, many points of resem- 
blance to ‘K.L. 56’ reported on p. 41 (11). 

(2) Captain E. W. Brentnall, R.A.M.C., Singapore (September 1955). 
‘In the Federation of Malaya upper respiratory tract infections are common. 
They occur in. epidemics, and are unlike anything I met in England, except 
influenza . . . The appearance of the posterior pharyngeal wall . . . not 
diffusely inflamed, but vivid red in patches . . . of lymphoid tissue. Nobody 
here seems to be able to tell me . . . whether this is a local virus. Headache, 
muscle pains, chest pain and cough are the common symptoms, sore throat 
is rare, but “‘tickling” or discomfort occurs in many. The fever lasts for 3-4 
days, and can rise to 104°F., then the picture can be quite alarming, 
especially amongst the Malays who think they are dying. There is no “saddle 
back” fever like dengue . . .’ Compare with (4) below. 

(3) ¥. R. Robertson, Bletchingley, Surrey (October 1955). Several cases 
occurred in the Oxted area in adults and children, during a period of six 
weeks, of an illness with these features: malaise and slight fever, headache, 
glandular enlargement and lymphocytosis. The incubation period was 
10-14 days. 

Action: All members of the South-east England Faculty were notified 
but no similar outbreak was reported. 

(4) G. I. Watson, Peaslake, Surrey (October 1955). About 30 children and 
teachers attending one village school were affected by an acute illness with 
high fever (103°-104°F.), lasting about 5 days, mild sore throat, headache, 
abdominal pain and tender enlargement of the posterior cervical lymph 
nodes. Throat swabs were negative in the early cases. Serological evidence 
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of recent infection by a virus of the A.P.C. Group was obtained from one 
of the later cases. 

(5) A. H. Darling, Bourton-on-the-Water, Gloucestershire (October 1955). 
An explosive outbreak occurred in a boarding school where about 30 out of 
120 boys were affected by vomiting, headache, malaise and fever. 

(6) 7. P. Horder, London, N.W.1 (October 1955). Twelve cases, all in 
an institution, of an illness \ hie affected both adults and children, con- 
sisting of an acute phase lasting ays, with vomiting, headache, malaise, 
fever and red fauces, without neck rigidity or conjunctival symptoms; this 
was followed by two weeks of low evening fever (g9°-100°F.) with slight 
malaise. The incubation period was 4 days. Throat swabs-were negative for 
streptococci. The leucocyte count showed lymphocytosis, but it was not 
typical of glandular fever and the Paul Bunnell reaction was negative. Blood 
tests from two adults and one child were negative for viruses of the A.P.C. 
group, influenza, Q fever, psittacosis and for streptococcus M.G. 

(7) Annis Gillie, London, W.2 (November 1955). Five cases in adults with 
the following syndrome: (a) giddiness, bringing on nausea in every case 
but varying in degree; (6) adenitis starting in the tonsillar and then posterior 
cervical glands, spreading to the axillz and very slightly to the groins; in two 
cases noticeable swelling of the epitrochlear glands as well; discomfort was 
present but scarcely any pain; duration of swelling about 2 weeks; (c) no 
fever, or abnormalities of the central nervous system; (d) normal white 
cell count, and a negative Paul Bunnell reaction in two cases investigated for 
this. No secondary cases in the family. 

Action: The chairman of the research committee of the boards of each of 
the four London faculties was sent details of this syndrome. A similar case 
was seen by a doctor in the East London Faculty, all the members of which 
were notified, but no further cases were reported. 

(8) Lieut. 7. C. Newell Price, R.A.M.C. (November 1955). Thirty-three 
cases of epidemic vomiting and vertigo, mainly in young adults at the 
Army School of Physical Training. A full report has been prepared. 

(9) L. Dulake, Reigate (January 1956). Six cases of gastro-enteritis of 
sudden onset affecting mainly smail adult households, in four of which 
there were no children. Five of the six households were in one part of the 
town. All laboratory investigations were negative. There were no secondary 
cases within the household. Recovery was rapid, within 48-72 hours. 

(10) F. Noel Carr, Christchurch, Hants. (January 1956). Several cases of 
what appeared to be epidemic vertigo. 

(11) F. E. B. Kelly, Leicester (Fune 1956). A large outbreak began in June 
which affected children and adults, with fever (99.5°-102° F.) for 24-72 
hours, anorexia, vomiting, severe headache, vertigo which was marked in 
some cases, photophobia, neck rigidity, slight conjunctivitis and pharyn- 
gitis. The incubation period seems to have been about a week. Among cases 
referred to hospital one was complicated by ‘virus pneumonia’ and in 
another a diagnosis of ‘influenzal meningitis’ was made. The help of the 
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Medical Officer of Health and of the Public Health Laboratory Service was 
sought, and further investigations are in progress. 

Action: The code name ‘K.L.56’ was given to this condition and a 
‘yellow warning’ was sent to all members and associates on the research 
register in the Midland, North Midlands and East Anglia Faculties, asking 
for information about similar cases elsewhere; the research committees of 
the boards of all other faculties, and of the Scottish Council, were kept 
informed. As a result, news of several other smaller outbreaks in the Mid- 
lands and Lincolnshire, and of a large one in Yorkshire, has been received. 
Attention is called to the similarity between ‘K.L.56’ and the condition 
reported by Dr. Eastwood in September 1955 (1). 

(12) Reports of typical outbreaks of epidemic winter vomiting were received 
from the following doctors in the second half of 1955. A. P. Barter, 
Bridport, Dorset: 10 cases in one household in August. G. I. Watson, 
Peaslake, Surrey: family outbreaks in Anglesey in August. W. F. Caldwell, 
Glasgow: family outbreaks in September. R. J. F. H. Pinsent, Birmingham: 
family outbreaks in September. P. A. Walford, Felsted, Essex: one to two 
dozen cases a month all through the summer. J. A. Currie, Cheshunt, 
Herts.: isolated cases in November. C. J. H. Starey, Studley Green, 
Bucks. : isolated cases from Worthing and Eastbourne, followed by second- 
ary cases in December. 


The Epidemic Observation Unit is considering a long-term study of 
the geographical distribution of certain diseases which can be defined with 
accuracy. A pilot study by E. Scott, in Kent, is to be followed by a wider 
trial using pernicious anemia as an indicator. 


Faculty-Sponsored Investigations 

Numerous investigations are in progress, or are being planned, by the 
research committees of faculty boards. Only brief mention of them can be 
made here, but fuller descriptions will be found in the reports from faculties 
Dr. J. P. Horder has been appointed Medical Secretary to the College and 
has had to resign from the post of Assistant Honorary Secretary of the 
Research Committee of Council with the special responsibility of coordinat- 
ing the plans of research committees of faculty boards. His place has been 
taken by Dr. W. G. Tait. The research committee has continued to send 
quarterly progress reports to the research committees of faculty boards 
summarizing the work done by the research committee of council, and 
inviting faculties to send in similar reports. 

North London Faculty:—{1) “The incidence of organic disease in neurotic 
patients’. (2) “The value of anticoagulants in the short-term and long-term treat- 
ment of coronary thrombosis’. 

West London Faculty:—‘A survey of menstrual histories’. 

_ South-east England Faculty:—{1) “The incidence of palpable lymphatic glands 
in the necks of children’. (2) “The incidence and course of abortions, with special 
reference to the proportion which remain “threatened” and proceed to a normal 


pregnancy’. 
East Anglia Faculty:—‘Herpes zoster’. 
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South-west England Faculty:—{1) “The obstetric survey’. (2) “The design of an 
Obstetric Record Card’. (3) ‘Pink Disease Survey’. 

Midland Faculty:—(1) “The value of vitamin B,, in the treatment of herpes 
zoster’. (2) ‘A diabetes study group’. 

North Midlands Faculty:—(1) “Tonsillitis’. (2) “The incidence of miscarriages in 
general practice’. (3) “The early diagnosis and treatment of carcinoma in general 
practice’. 

Yorkshire Faculty:—‘Cases of cancer which do not go to a radiotherapeutic 
centre or to a consultant at a hospital’ (in association with the Regional Hospital 
Board). 

Merseyside and North Wales Faculty:—‘The effects of whole-complex vitamin B 
on the syndrome of migraine’. 

Welsh Faculty: —‘Asthma in Wales’. 

South-east Scotland Faculty:—(1) ‘Chilblains’. (2) ‘Emergency calls in general 
practice’. (3) ‘Cervical smears’. (4) ‘Angina of effort’. (5) ‘Cerebrovascular accidents’. 

West of Scotland Faculty:—{1) “The long-term effects of eclamptic and pre- 
eclamptic toxemia’. (2) “The social aspects of epilepsy’. 

East Scotland Faculty:—‘The incidence of psoriasis’. 

North-east Scotland Faculty:—“The incidence of nephritis following throat 
infection’. 

Northern Ireland Faculty:—‘“Trial of stilbcestrol in arteriosclerotic conditions’. 

East of Ireland Faculty:—{1) ‘Acute respiratory tract infections’. (2) ‘A local 
morbidity survey’. 

New South Wales Faculty:—{1) “The incidence of eclampsia in general practice’ 
(in association with the Queensland Faculty). (2) “The clinical picture of infective 
hepatitis in general practice’. (3) ‘Survey of rubella pregnancies’. (4) ‘Anaemia in 
general practice’. (5) ‘Penicillin allergy’. 

Queensland Faculty:—{1) “The incidence of eclampsia in general practice’ (in 
association with the New South Wales Faculty). (2) “The effect of virus disease 
on the occurrence of foetal abnormalities’. (3) “The incidence of goitre in Queens- 
land’. 

Auckland Faculty:—‘The incidence and phage-type of staphylococci in the 
community’. 

Kenya Faculty :—‘Clinical syndromes of viral origin’. 

Canterbury Faculty:—‘The relative efficacy of oral penicillin, sulphadiazine and 
aspirin in the treatment of follicular tonsillitis in children’. 


Individual Investigations 
During the past year the Research Committee of Council has helped 
several members and associates with investigations they are undertaking 
on their own initiative. 


The Research Committee of Council 
Chairman: R. J. F. H. Pinsent 
Vice-Chairman: G. 1. Watson (Director, Epidemic Observation 
Unit) 
Hon. Treasurer: W. J. H. Lord (coopted) 
Hon. Secretary: D. L. Crombie 
Hon. Assistant Secretary: W. G. Tait 
Hon. Registrar: C. A. H. Watts (coopted) 
Editor, Research Newsletter: R. M. S. McConaghey 
Members: F. Charlotte Naish, C. M. Fleming (Chairman, 
Research Committee of the Council of the College 
in Scotland, coopted), J. Fry, E. A. W. Marien, 
J. N. M. Parry, P. A. Walford 


Ex-officio: The President and Officers of Council 
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V.—THE BOARD OF CENSORS 


Terms of Reference:—“To advise and assist Council on questions con- 
cerned with applications for membership and associateship of the College’. 


The Work of the Board 
The Board of Censors of the Third College Council has met six times, 
and has recommended to Council the election of 179 applicants to member- 
ship. The Board has been impressed by the high standard of the great 
majority of candidates, and it is satisfied that the present method of screen- 
ing is working satisfactorily in the interests of the College. 


msors 

The Board is grateful to those who have so fully and conscientiously 
completed sponsor forms. Consideration of applications for membership 
has been delayed, occasionally, by the sponsor failing to answer requests 
from the Board for information about candidates. Members who act as 
proposers and seconders are reminded of the importance of giving as 
prompt and full reports as possible. It is largely on these reports that the 
Board has to decide whether a candidate shall be recommended for election 
with or without an interview, or rejected. 


Interviews 
When the information at the disposal of the Board was insufficient for a 
decision to be made, candidates have been interviewed. Difficulty has 
sometimes been experienced in finding a member of the Board within 
reasonable travelling distance of the candidate’s place of residence. 


Applications from Overseas 
Recommendations from Overseas Councils, or from Boards of Overseas 
Faculties, of candidates for membership or associateship are, in general, 
accepted by the Board of Censors. 


The Board of Censors 
Chairman: R. M. S. McConaghey 
Vice-Chairman: F . Charlotte Nish 
Hon. Secretary: K. M. Foster 
Members: K. M. Cobban, S. Freeman, Annis C. Gillie, J. M. Henderson, 
J. P. J. Littl, G. Swapp, W. G. Tait, A. J. Whitaker, 
J. Campbell Young 
Ex-officio: The President and Officers of Council 


VI.—_THE AWARDS COMMITTEE 


In the summer of 1955, this committee recommended to Council that the 
Foundation Council Award—a legacy from the members of the Foundation 
Council of the College, to be awarded only ‘for work of the highest merit in 
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the realm of general practice or for service of the greatest distinction to the 
cause of general practice’—be presented to Dr. R. J. Minnitt, of Liverpool. 
This was approved and accordingly, at the Annual General Meeting, the 
President handed to him a miniature replica, in silver, of the gavel presented 
by His Excellency The Greek Ambassador, M. Basile Mostras, in 1953. 

The committee considered tweive essays on “The Influence o. Home 
Conditions during the First Five Years of Life on the Physical and Mental 
Health of Children’, and recommended that the Butterworth Gold Medal for 
1955 be awarded to Dr. D. W. Maclean; proxime accessit, Dr. Beatrice M. 
Watts. The subject approved for the Butterworth Gold Medal 1956 is “The 
Care of the Elderly in General Practice’. 

Council also approved two other recommendations: (1) That the Editor 
of the Research Newsletter be appointed a permanent member of the 
Awards Committee; (2) that Dr. I. D. Grant be invited to give the third 
James Mackenzie Lecture. 

Instructed by Council to consider and report upon the use of the initials 
M.C.G.P. and also upon Fellowships, the committee has advised as follows: 

(1) That the initials M.C.G.P. should not be used at present. 

(2) That six names only, those already agreed (see p. 11), be put to the Annual 
General Meeting this year for election by the College to Honorary 
Fellowship. 

(3) That a grade of Fellowship be established. 

(4) That a Fellowship shall only be awarded to members of five years’ standing, 
who have rendered special service to general practice and to the College. 

(5) That the award of Fellowships shall be strictly limited, but the committee 
is not prepared, at present, to make any recommendation as to the number. 


The Awards Committee of Council 


Chairman: G. F. Abercrombie 


Hon. Secretary: J. H. Hunt 

Members: Annis Gillie (chairman of Postgraduate Education Committee of 
Council), J. M. Henderson (chairman of Scottish Council), 
H. L. Glyn Hughes (hon. treasurer of Council), R. M. S. 
McConaghey (editor of the Research Newsletter), R. J. F. H. 
Pinsent (chairman of Reséarch Committee of Council), F. M. 
Rose (vice-chairman of Council), R. Scott (chairman of 

_ Undergraduate Education Committee of Council) 
Ex-officio: W. N. Pickles (President) 


VIl..-THE EXAMINATION COMMITTEE 
The Third Council of the College, at its meeting on December’17, 1955, 
decided that its Examination Committee should remain in being, at present. 
Terr:s of reference :—“To advise and assist Council in all matters concerned 
with a possible examination for membership of the College’. 
The committee met on March 10, 1956. At this meeting it was agreed 
that every effort should be made to obtain from faculties, both at home and 











COLLEGE OF GENERAL PRACTITIONERS 45 


overseas, and from the academic committees of Council, their views on the 
Report of the Examination Committee (published in the Third Annual 
Report). A letter was sent to faculties inviting them to forward an abstract of 
their discussions on the report, and any conclusions arrived at, to the 
honorary secretary of the Examination Committee before December 31, 
1956. It is hoped that the subject of a possible examination for membership 
of the College will be fully discussed at the Annual General Meeting of the 
College in 1957. 


The Examination Committee of Council 


Chairman: J. M. Henderson 
Vice-Chairman: F. M. Rose 
Hon. Secretary: W. 5S. Gardner 
Members: K. M. Foster, W. V. Howells, J. H. Hunt, J. M. Hunter, 
L. Masterson, G. Swift 
Ex-officio: The President and Officers of Council 


VIll._-THE SCOTTISH COUNCIL 
Chairman: J. M. Henderson (Pitlochry)* 

Vice-Chairman: W. S. Gardner (Glasgow)* 
Hon. Secretary: Richard Scott (Edinburgh)* 


Members: 
Mary Esslemont (Aberdeen) D. W. D. MacLaren (Scourie) 
C. M. Fleming (Edinburgh) ]. G. Munro (Beauly) 
W. W. Fulton (Glasgow) David Myles (Forfar) 
I. D. Grant (Glasgow)* D. Peebles Brown (Kilmacolm) 
G. W. Ireland (Pathhead) I. M. Scott (Stonehaven) 
Angus Lamont (Foyers)* J. A. Shearer (Bucksburn) 
Lowell Lamont (Edinburgh) J. M. Stalker (Dundee) 
T. S. MacDonald (Glasgow) George Swapp (Aberdeen)* 


*Member of the College Council 


Committees. of the Third Scottish Council 
The following are the office-bearers of the three major committees of the 
Scottish Council : 


Undergraduate Education Committee 
Chairman and Hon. Secretary: G. W. lreland 


Postgraduate Education Committee 
Chairman: Lowell Lamont 


Hon. Secretary: D. H. McVie 


Research Committee 
Chairman: C. M. Fleming 


Hon. Secretary: A. R. Laurence 
The primary function of each of these committees is advisory rather than 
executive. As well as studying and reporting on subjects referred to it, each 
has a special responsibility to assist the Scottish Council in promoting effec- 
tive liaison between the corresponding committees of the Scottish faculties, 
and between the Scottish faculties and the Scottish Council. 
Edinburgh is the most convenient meeting place for the Scottish Council; 
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but it has been decided to hold, each year, one or more meetings of the 
committees of the Scottish Council in other centres. 

The West of Scotland Faculty acted as hosts to the Postgraduate Education 
Committee, which had a most successful meeting in Glasgow in May. 
Similar meetings of the other two committees are being planned. Much of 
the work of these committees has been done by correspondence. A con- 
siderable improvement in liaison, and in exchange of information, between 
the committees of the Scottish faculties. has resulted from the efforts of the 
chairmen of these three committees of the Scottish Council. 


Membership in Scotland 
. Whilst the Scottish Council does not favour a policy of active recruitment, 
it is gratifying to note that the College is continuing to attract new members 
and associates in Scotland. 
On September 30, 1956, the membership of the College in Scotland was 
384, comprising 290 members and 94 associates distributed as follows :— 


Faculty ; Members Associates Total 
North Scotland .. - ¥ 18 2 20 
North-east Scotland... - “a 29 9 38 
East Scotland... - - 25 11 36 
South-east Scotland .. oF oe 77 32 109 
West of Scotland ad hi me 141 40 181 


290 94 384 


Liaison Committee with the General Medical Services 
Subcommittee (Scotland) 

A joint committee has been set up by the Scottish Council and the G.M.S. 
subcommittee (Scotland). This is a standing committee composed of four 
members from -each of the two bodies. The committee was set up, at the 
suggestion of the Scottish Council, as a means of enabling’ the Scottish 
Council to implement the policy of the College that all necessary precautions 
should be taken to avoid becoming involved in medical politics. This joint 
committee has met twice. 


Postgraduate Refresher Course 

There is an increasing demand for refresher courses by general practi- 
tioners in the areas of all five Scottish faculties, and especially in the more 
densely populated areas of the South-east and West of Scotland Faculties. 

The Scottish Council was invited to send representatives to a meeting in 
May, convened by the Department of Health for Scotland, to examine exist- 
ing arrangements for refresher courses for general practitioners. This 
meeting was attended by the Postgraduate Deans of the Scottish Medical 
Schools and by representatives of the General Medical Services Sub- 
committee (Scotland). 
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Maternity Services Inquiry 

The Scottish Council has accepted an invitation to submit evidence to a 
committee, set up by the Scottish Health Services Council, which is examin- 
ing the range of provision of maternity services in the National Health 
Service. 

Faculty Bye-laws 

Bye-laws submitted by the five Scottish faculties have been approved by 
the Scottish Council and forwarded for the consideration of the College 
solicitor and the Council of the College. The question of drafting bye-laws 
for the Scottish Council itself was also discussed; it was considered that 
adequate provision was already made in College Bye-law 9, and that more 
detailed bye-laws were unnecessary. 


IX.—THE AUSTRALIAN COUNCIL 


Chairman: W. A. Conolly* (New South Wales) 
Vice-Chairman: H. S. Patterson* (Queensland) 
Hon. Secretary: H. M. Saxby (New South Wales) 


Members: 
B. N. Adsett (Queensland) H. E. H. Ferguson* (Western Australia) 
C. W. Anderson (Western Australia) W. J. Hamilton (Queensland) 
D. M. Clement (Western Australia) C. Warbufton (New South Wales) 


* Member of the College Council 


Establishment. At a meeting held at the United Service Club, Brisbane, 
on September 4, 1955, delegates from the New South Wales and Queensland 
Faculties recommended inter alia that: 


(a) An Australian Council of the College be constituted to be comprised of 
(i) ex-officio members—those members of the Council of the College 
resident in Australia; and 
(ii) two delegates appointed by each constituent faculty. 
(6) An Interim Australian Council be constituted with a secretariat in Sydney. 
These recommendations were endorsed by the New South Wales and 
Queensland Faculty Boards, and the College Council was requested to 
take action to establish the Australian Council of the College. This was 
done at the Third Annual General Meeting of the College held on 
November 19, 1955, when the necessary amendments to the College 
Bye-Laws were adopted. 


Membership. On September 30, 1956, membership of the College in 
Australia was as follows :— 


Faculty Members Associates Total 
New South Wales : he 166 65 231 
Queensland = tk - 50 8 58 
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Western Australia. . 3 ve 20 3 23 
Not yet attached to a faculty . .. 22 6 28 
258 82 340 


The secretariat of the Interim Australian Council, established in Sydney, 
has performed the essential administrative functions to maintain liaison 
‘between the College Council on the one hand and the Australian faculties on 
the other. A uniform system of payment and transmission of funds to College 
headquarters has been adopted and is working smoothly. 

The Australian Council is represented on the National Health and 
Medical Research Council of Australia. 

The establishment of the Western Australia Faculty has been assisted, 
and the formation of faculties in Tasmania and Victoria is being canvassed 
with prospects of success. 

Finance. ‘The Australian Council acknowledges a debt of gratitude to 
the College Council for its generosity in making available a grant of £200, 
and providing a typewriter and duplicating machine. The College Council 
has approved that the Australian Council should-retain one guinea of each 
entrance fee and 1os. 6d. of each member’s annual subscription, over and 
above the proportion (50 per cent.) of entrance fees and subscriptions 
already retained by the Australian faculties. 

The first meeting of the Australian Council was held at Lismore, N.S.W., 
on August 15, 1956. At this meeting the Council formulated a policy for 
the further development of the College in Australia. 


X.—-THE NEW ZEALAND COUNCIL 
Chairman: A. B. Jameson 
Vice-Chairman: C. L. E. L. Sheppard 
Hon. Secretary: T. D. C. Childs 
Members: G. G. Jenner, J. D. Lough, H. E. M. Williams 

At the invitation of Dr. A.- B. Jameson, two members of the Auckland, 
Canterbury and Otago faculties met in Wellington on December 14, 1955, 
and formed the Interim New Zealand Council. Provisional bye-laws were 
drawn up, and various matters relating to New Zealand conditions were 
discussed. 

On June 15, 1956, a second meeting of the Interim New Zealand Council 
was held in Wellington, and correlated various points on the adminis- 
tration of its constituent faculties. Liaison with the College of General 
Practice of Canada, the American Academy of General Practice, and the 
- Australian Council was detailed. Plans were discussed about the future 
of the College in New Zealand, and the formation of further faculties. 

It was decided to hold the first congress of New Zealand members and 
associates of the College, in Wellington, immediately prior to the British 
Medical Association Biennial Conference in February 1957. 
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ORAL CAPSULES 





SODIUM SALICYLATE 
WITHOUT GASTRIC DISTURBANCE 


* Dissolves only in the small intestine 
* No fear of renal damage 
* Tasteless and without side-effects 


STANDARD containing 0.5 g. sodium salicylate. Indicated 
for acute articular and extra-articular rheumatism and its 
complications ; rheumatic pains; infections and hepatic 
disorders. 

VITAMINISED containing 0.5 g. sodium salicylate pilus 
vitamins B,, C, K and PP. Indicated where above conditions 
are complicated by vitamin deficiencies and where especially 
high dosage of salicylate is required. 


101, GREAT RUSSELL STREET, LONDON, W.C.!1 
Telephone : Museum 2042-3 Telegrams : Taxolabs, Phone, London 











eo 


“One slumber finds another” 


BIERBERT Jacula Prodentum 1640 


The two-phase action of Bidormal ensures 
steady sedation throughout the night. 

As the effect of the short-acting barbiturate 
pentobarbitone, contained in the outer shell of 
Bidormal, begins to fade, the action of the 
butobarbitone, contained in the inner core, 
takes over smoothly ensuring calm uninter- 
rupted sleep for approximately eight hours. 
The patient awakens refreshed without any 
trace of drowsiness, hangover or ‘ drugged” 
feeling. 


BIDORMAL 


OUTER SHELL INNER-CORE 
Pentobarbicone Sodium B.P. 90 mg. a Bygobarbitone 6.P.C. 60 mg. 
FOR IMMEDIATE ACTION oe FOR DELAYED ACTION 
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